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Attachment A
The Boeing Company

Active Employees Represented by the
International Association of Machinists and Aerospace Workers, AFL-CIO,
Local No. 18 and Local No. 2340

Group Benefits Package

«  Weekly Disability Plan

» Basic Life Insurance Plan

* Accidental Death and Dismembermeﬁt Plan
* Medical Plans

« Network Dental Plan
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THE PACKAGE

The package includes:

Weekly Disability Plan

Basic Life Insurance Plan

Accidental Death and Dismemberment Plan
Medical Plans

Network Dental Plan
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Section 1. Eligible Employees

Employees eligible for the package are active hourly represented esmpioyees of The Boeing
Company, (“the Company”) by the International Association of Machinists and Aerospace
Workers, AFL-CIO, Local Lodge No. 18 and Local Lodge No. 2340, T-45 Program. The employee
is not efigible to enroll if he or she is working in a capacity that, at the sole discretion of the Plan
administrator, is considered contract labor or independent contracting.

Section 2. Eligible Dependents

Dependents eligible for the medical and dental plans are the employee’s legal spouse and
children (natural children, adopted chiidren, children legally placed with the employee for
adoption, and stepchildren) who are under age 25, unmarried, and dependent on the employee
for principal suppon, including children who are attending school.

An employee may request coverage for the following gependents:

1. A common-law spouse if the relationship meets the common-law requirernents for the state in
which the employes entered into the common-law relationship. (A domestic partner is not
considered an eligible spouse.)

2. Other children, as follows, who are under age 25, unmarried, and dependent on the
employee for principal support, including children who are attending school:

a. Children who are related to the employee either directly or through marriage (e.g.,
grandchildrén, nieces, nephews).

b. Children for whom the employee has legal custody or guardianship or has a pending
application for lega! custody or guardianship and are living with the employes.

Annual certification of eligibility is required to continue coverage from age 19 through age 24.

In accordance with federal law, the Company also provides medical and dental coverage to
certain dependent children (called alternate recipients) if the Company is directsd to do so bya
qualitied medical child support order (QMCSQ) issued by a court or state agency of competent
jurisdiciion.

Documentation is required to request coverage for a chilc named in a QMCSO or a child for
whom the employee has legal custody or guardianship.

A. Special Provisions When Family Members Are Boeing Empiloyees

No person may be covered beth as an employes (active or retirad) and as a dependent under
any type of plan offered by the Company, and no person will be considered a dependent of
rmore than one employee. Eligible dependents do not include other Boeing employees
covered under any Company-sponsored plan providing medical, vision care, prescription
drug, dental, or similar services. However, if a dependent spouse also is a pan-time Boeing
employee, the spouse and eligible dependent children are considered eligible dependents if
other Boeing coverage is waived. If the employee and spouse both are Boeing employees
and have dependent children, the parents may elect medical and dental coverage for eligible
children under one parent’s plans. In addition, all eligible children must be enrolled in the
same medical pian and the same dental plan (except as required by a QMCSO).

B, Incapacitated Children

A disabled child age 25 or oider may continue to be eligible {or enrolled if the employes is &
newly eligibie employee) if he or she is incapable of self-support due to any mental or
physical condition that began before age 25. The child must be unmarried and dependent on
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the empioyee for principal support. Coverage may continue under the medical and dental
plans for the duration of the incapacity as long as the employee continues to be- eligible under
the plans and the child continues 10 meet these eligibility requirements.

Special applications for coverage are required for disabled dependent children age 25 or
older.

Section 3. How to Enroll

A. Disability, Life, and Accident Plans

Employees automatically are enrolled in the Weekly Disability Plan, Basic Life Insurance
Plan, and Accidental Death and Dismemberment Plan when eligible. A Beneficiary
Designation form is provided to the employse for completion.

B. Medical Pians

In deslgnated locations, the Company provides employees with a choice among medical
plans. The Traditional Medical Plan offers enhanced benefits when a member of its network
is used. Health maintenance organizations (MMOs) also rely on selectad retworks of
providers.

Employees receive enroliment instructions at the time of employment and may elect medical
coverage under one medical plan during the first 31 days of employment, All family members,
including the employee, must be enrolled in the same medical plan, except as specified in
Section 2.A, ‘

The Company pravides madical coverage as follows:

1. Employees may enroll in the Traditional Medical Plan; employees who live in an HMO
service area may anroll in an HMO instead of the Traditional Medical Plan.

An employee may waive medical coverage for himself/herself and eligible dependents,

Each employee with a spouse must provide information regarding coverage availabie
through another employer to determine whether or not special contributions are required
to enroll the spouse. If the employee does not authorize a required contribution, the
spouse will not be enrolled for medical coverage. The employee will not be able to enroll
the spouse until the earlier of:

8. The next annual enrollment period.

b. The date the spouse loses the option to be covered under the other employer-
sponsored medical plan.

The Company will require periodic verification of pertinent information.

C. Network Dental Plan

The Company offers coverage under the Network Dental Plan to employses and eligible
dependents. Employees receive enrollment instructions at the time of employment and may
elect dental coverage under the Network Dental Plan during the first 31 days of employment.
An employee may waive coverage for himself/herself and eligible dependents.

D. Annual Enroliment Perlod

The Company establishes an annual enrollmant period when employees may change
medical plans or elect or drop medical and/or dental coverage for themselves and eligible
dependents.

BOEQO2183
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E. Special Enrollment

If an employee declines dependent enrollment in the medical and dental plans because of
other employer-sponsored health care coverage (such as through a spouse’s employer), the
employee may be able to enroll eligible dependents in the Company-sponsored medical and
dental plans during the year as long as enrollment is within 60 days after other coverage
ends.

If an employse declines dependent enroliment when first eligible and the dependent’s other
health care coverage was through continuation coverage from a previous employer
(coverage mandated by the Consolidated Omnibus Budget Reconciliation Act of 1985, or
COBRA), the dependent must exhaust his or her COBRA coverage to be eligible for the
special enroliment period. ‘

It a dependent’s other health care coverage was not through COBRA, the coverage loss must
be due 10 loss of eligibility for the health care coverage (including from divorce, death,
termination of employment, or reduction in hours of employment) or termination of employer
coniributions toward such coverage.

it an employee has a new dependent as a result of marriage, birth, agdoption, or placement for
adoption, the employee may enroll the new dependent during the year as long as enroliment
is requested within 120 days afler the qualified event. Sge “Changes in Status” for more
information.

F. Changes in Status

The employee will not be able to make enroliment changes until the next annual enroliment
period unless he or she experiences cns of the qualified changes in status described in this
section. Any change in enroliment must be consistent with the change in status. To be
consistent, the event must cause the employee or a family member to gain or lose eligibility
for Cempany-sponsored health care coverage or health care coverage sponsored by a
spouse’s or dependent child's employer, and the election change must be on account of and
correspond with the employee’s or family mamber's gain or loss of eligibility. Qualified
changes in status include the following:

1. The employee marries, divorces, or becomes legally separated, or the marriage is
annulled.

2. The employee acquires a new, eligible dependent child, such as by birth, adoption, or
placement for adoption.

3. The employee's spouse or dependent child dies.
The employee, spouse, or dependent child starts or stops working.

5. The employee, spouse, or dependent chiid has any other change in employment status
that affects siigibility for coverage such as changing from full time to part time (or part
time to full time}, salaried to hourly (or hourly to salaried), strike or lockout, or beginning
or returning from a leave of absence.

€. The employee, spouse, or dependent child experiences a significant increase in the cost
of employer-sponsored health care coverage or the employer-sponsored health care
coverage ends, including expiration of COBRA coverage.

7. The employee, spouse, or dependent child experiences a significant curtailment or -
cessation of employer-sporsored health care coverage.

8. The employee, spouse, or dependent child becomes eligible or ineligible for Medicare or
Medicaid. _

8. The employee's dependent child becomes eligible for, or no longer is eligible for, heaith
care coverage due to age limits, student status, or a similar eligibility requirement,
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10. The employee’s spouse or dependent child makes an enroliment change in his or her
employer-sponsored health care coverage, either because of a qualified change in status

or an annual enrollment.

11. The employee, spouse, or dependsnt child changes place of residence or work, affecting
access to care within the current plan.

12. The employee is transferred to a difierent division, aftecting his or her eligibility for
benefits under Company-sponsored heaith care plans.

The employee also may change elections to comply with a qualified medical child support
order (GMCSO) to provide or cance! coverage for the employee’s child resulting from a
divorce, annulment, of change in legal custody.

In most situations, the employee must request enroliment within 60 days after the qualified
event. An employee can enroll 2 new dependent within 120 days following the employee’s
marriage or a dependent chiid's birth, adoption, or placement for adoption. To request
enroliment for 2 new dependeant, the employee must call the People Office. The employes
must provide the People Office with any required supporting documentation within 31 days of
the date the enrollment is requested or the coverage change request will be denied.

I the employee is enrolled in an HMQO and moves out of the service area, the employee can
enroll in the Traditional Medical Plan by calling the People Office.

Section 4. Effective Date of Coverage

A. Employees

For newly hired employees, the package becomes effective as follows:

1. WeeKkiy disability, life insurance, and accidental death and dismemberment coverage
becomes effective on the first day of the month following one full calendar month of
continuous employment, provided the employee is actively at work on that date.

2. Medical and dental coverage bacomes effective on the first day of the manth following
one full caiendar month of continuous employment.

To complete a full calendar month of employment, the employse must be on the active
payroll from the first through the last regularly scheduled Company workday during that
calendar month. Thereafter, to be an eligible employee in any calendar month, the smployee
must be on the active payroll on the first day of that month.

For coverage during a leave of absence, see Section 17.
In all cases, the employee must authorize required contributions,

Dependenis

Current eligible dependents are covered for medical and dental benefits on the same date the
employee's coverage is effective. Eligible dependents acquired after the employee’s
coverage is effective becoms covered on the date of marriage, date of birth, date the child is
legally placed with the employee for adoption, if apphcation is made within 120 days of the
event."For other newly eligible dependents, coverage is effective on the date dependency is
established, if application is made within 80 days of the event.

The empioyee authorizes required contributions when enrolling eligible dependents.

BOE0218%
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Section 5. Company and Employee Contributions

Company and employee contributions for the Group Benefits Package are described in the Group
Benefits Article in the Collective Bargaining Agreement.

Section 6. Weekly Disability Plan

Employees who become totally disabled as a result of a nonoccupational aceidental injury or
iliness, including a pregnancy-related condltion, while covered under the Woeekly Disability Plan
are eligible for a weekly beneit.

A. Beneflts

Following the waiting period (if any), the employee receives a weekly benefit based on the
employee’s weekly base salary, according to the schedule of benefits below.

Weekly Disability Benefit Scheduls

Fora
Maximum
in the Event of: Benefits Begin on the: Benefit Amount: Perlod of:
An accldental Injury 1st day of disabifity 60% of woekly base 26 weeks
salary, to a maximum
of $315
A hospital confinement 1st day of disability 60% of weekly base 26 weaks
salary, to a maximum
of $315
An illness, including ) 4th day of disability 60% of weekly base 25 weeks
pregnancy-relztad conditions salary, o a maximum
of $315

Note: If the employse is absent for a period of four or more consecutive days due o a disability
resulting from an outpatient surgery in a hospital or surgical facility, benefits will be retroactive to the
first day of such disability.

Benefits under the Weekly Disability Plan are determined using the weekly base salary
reflected in People Office racords when the disability first begins. For pari-time employses,
weekly disabillty benefits are determined using the average weekly base sajary actually
earned for the six weeks immediately preceding the date of disability, There is no minimum
benefit payment under the Weekly Disability Plan.

For employees actively at work whose weekly base salary either ingreases or decreases, the
coverage amount (the weekly benefit for which the employee may be eligible) automatically
changes on the first of the month following or coinciding with the date the People Office is
notified of the change in salary. For employees who are not actively at work on the day the
coverage change is to become effective, the effective date of the new coverage amount is
delaysed until the first of the month following or ceinciding with the day the smployse returns
to work for one fuil day. Any retroactive change in weekly base salary does not retroactively
change the disability coverage amount under this plan. If the period of disability has started, a
change in weekly base salary does not change the benefit amount.

B. Total Disability

To be eligible for weekly disability benefit payments, the ernployee must be totally disabled
and under the continuous care of a legaily qualified physician throughout the period of tota/
disability. Totally disabled means both of the following apply to the employee:
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« The disability is the result of a nonoccupatlonal accidental i m;ury or illness (including a
pregnancy-related condition).

« The accidental injury or iliness prevents. the employee fram performing the material
duties of his or her occupation or of other appropriate work the Company makes
zvaiiable.

in addition, the service representative may require the emnployee to be examined by a

physician of its choice as often as reasonably necessary to verify continuous total disability.

All determinations of total disability are made by the service representative within the terms of

its contract with the Company.

Benefit Payment Period

Benefits begin as shown in the Weekly Disability Benefit Schedule (Section 8.A) and continue
while the employee is disabled, up through the 26th week of disability. Emplayees must
submit a claim to the service representative and meet any waiting period reguirements before
berefits will be paid. Employees receive any retroactive amounts as soon as the claim is

approved,

Employees receive benetit payments as shown in the schadule in Sectlon 6.A while totally
disabled. Benefits stop when the employee no longer is disahled, at the end of the maximum
benefit period, or at death, whichever occurs first.

1. Separate Perlods of Disability

A period of disability ends and benefit payments under the Weekly Disability Plan stop
when the empioyee no longer is disabled for one full day. If the employee has a second
period of disability, the cause of the second disability and the length of recovery time
between disability pericas will determine whether it is treated as a temporary recovery (a
continuation of the first disability claim) or as a separate disability claim.

Recovery is considered temporary if, within 30 consecutive days of the employee’s return
to work, the employee is absent as a result of the same or a related disability.

The following provisions apply to periods of temperary recovery:
a. No new waiting period (if any) applies.

b. The weekly base salary used to determine initlal weekly disability benefits does not
change.

¢. No weekly disability benefits are paid for the period of temporary recovery.

The employee may be eligible for any benefits remaining from the original 26-week
period.

The second period of disability is considered a separate disability claim if the employee
has returned to work for one full day and one of the following applies:

a. ltis dus to a different cause than the first disability period.

b. ltis due to the same cause or causes but the racovery lasted longer than the
allowable temporary recovery time limits.

"“The first period of disability began before the employee was covered under the
Weekiy Disability Plan.

The employese must submit 2 ¢laim to the service representative and meet the waiting
penod requirements (if any) before benefits will be paid.

BOEQ2189
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D. .When an Injury or lliness Is Caused by the Negligence of Another

If a third party is legally liable for an injury or iliness to a person covered under the Weekly
Disability Ptan, regular benefits are paid if the covered parson agrees to cooperate with the
service representative in administering the plan’s subrogation rights. This includes providing
all necessary and requested information and submitting bills related to the injury or iliness to
any applicabie party. The covered person also must agree to reimburse the plan if payment is
recovered from the liable party or any other source. A third party includes any party possibly
responsible for causing or compensating the injury or iliness of a person covered under tha
Weekly Disability Plan, or the covered person’s autornobile, homeowner's, or other insurance

coverage.

E. Exclusions
The Weekly Disability Plan does not cover any disability due to:
1. Occupational injury or fiiness. ' |
2. Intentionally self-inflicted injury (while sane or insane).
3. Committing, or attempting to commit, an assauk, battery, or felony.
4

War or any act of war (declared or not declared}. The plan does, however, pay for
disabilities caused by an act of war while the employee is traveling on business for the

Company.
5. Insurrection, rebellion, or taking part in a riot or civil commotion.
€. Military duty other than temporary active duty of fewer than 31 days.

An employee is'not considerad disabled, and no benefits are paid for, any day of confinement
in a penai or correctional institution for conviction of a crime or other public offense.

Section 7. Basic Life Insurance Plan

The basic life insurance covarage amount equais $23,000. The total amount is payable in the
event of the employee’s death from any cause at any time or place while covered under the Basic
Life Insurance Plan. Payment is made in a lump sum or by issuance of a checkbook to the
designated beneficiary. The employee may change beneficiaries at any time by submitting a
Beneficiary Designation form to the People Office.

If the employee becomes totally disabled while covered under the Basic Life Insurance Plan and
before age 60 from any cause, the life insurance benefit will remain in force until the employee
recovers. If such a disability begins between ages 60 and 65, coverage will continue until the
earlier of the employee’s recovery or attainment of age 65. Proof of disability must be furnished
within 12 months of the date active work ends. If the employea recovers but does not return ta
work, all coverage terminates. The employee may then convert the total amount of basic lifa
insurance coverage under the conversion of coverage provision.

An employee who becomes terminally ill while covered under the Basic Life Insurance Plan may
request an accelerated death benefit of up to 50 percent of the life insurance benefit with a
$5,000 minimum. Upon approvaj of the request by the service reprasentative, the benefit will be
paid in a {urmp sum. When the request is approved, the amount of life insurance then in effect is
reduced by the amount of the accelerated death benefit, After the reduction, an employee cannot
apply for an.individual conversion policy with respect to the amount of life insurance received as
an accelerated death benefit. '

BOEOZ1a9
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Section 8. Accidental Death and Dismemberment Plan

Accidental death and dismemberment benefits are provided if the employee’s loss of life,
paralysis, or loss of eyesight, speech, or hearing is caused by a covered accident (including an
occupational accident) that occurs while the employee is covered under the plan.

A. Benefils

The full principal sum, $23,000, is paid to the beneficiary if the employee dies. This amount is in
addition to any amount payable under the group life insurance coverage.

The following benefits are payable if the covered injury causes any of the following losses within
385 days after the covered accident;

Percentage of
Loas Principal Sum
Life 100
Quadriplegia 100
Both Hands or Both Feet 100
Sight of Bath Eyes 100
Qne Hand and One Foot 100
One Hand and the Sight of One Eye 100
One Foot and the. Sight of One Eye 100
Speech and Hearing in Both Ears 100
Paraplegia 75
Hemipiegia 50
Ons Hand or One Foot 50
Sight of One Eye 50
Spoeech or Hearing in Both Ears 80
Hearing in One Ear ‘ 25
Thumb and Index Finger of Same Hand 25

“Loss” of a hand or foot means the complete severance through or above the wrist or ankle
joint,
“Loss™ of sight of an eye means the total and irrecoverable loss of the entire sight in that eye.

“Loss” of hearing in an ear means the total and irrecoverable loss of the entire ability to hear
in that ear. :

“Loss” of speech means the total and irrecoverable loss of the entire ability to speak.

“Loss” of a thumb and indsx finger means the complete severance threugh or above the
metacarpophalangeal joint of both digits,

“Loss” of a limb means the loss of an entire arm or entire leg.

“Quadriplegia” means the complete and irreversible paralysis of both upper and both lower
limbs.

“Paraplegia” means the complete and irreversible paralysis of both lower limbs.
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“Hemiplegia” means the complete and irreversible paralysis of the upper and lower limbs of
the szame side of the body. ‘

“Injury” means bodily injury caused by an accident ocecurring while the employee is covered
under the Accidental Death and Dismemberment Flan, and resulting-directly and
independently of all other causes in death or loss as listed above,

If more than one loss is sustained by the employee as the result of the same accident, no
more than 100 percent of the principal sum will be paid.

B. Exposure and Disappearance

if the employee is unavoidably exposad to the elements dus to an accident oceurring while
covered under this plan, and as a result of such exposure suffers a loss for which a benefit is
otherwise payable, the lcss will be covered under the terms of this plan.

If the employee’s body has not been found within one year of the disappearance, forced
landing, stranding, sinking, or wrecking of a vehicle In which he or she was an occupant while
covered under this plan, the loss will be covered as an accidental death under the torms of

the plan.

C. Exclusions

No plan benefits will be paid for a death or ioss caused in whole or in part by, or resuiting in
whols or in part from:

1. Su_icide or intentionally self-inflicted injury.

2. Declared or undeclared war or act of declared or undeclarsd war occurring In the
continental limits of the United States, unless it is an act of terrorism.

“Terrorism” means any violent act that is intended to cause injury, damagse, or fear and
that is committed by or purportedly committed by one or more individuals or members of
an organized group o make a statement of the individual's or group’s political or social
beliefs, cancepts or attitudes, and/or to intimidate a population or government into
granting the individual's or group's demands.

3. Anillness, sickness, disease, bodily or mental infirmity, medical or surgical treatment, or
bacterial or viral infection, regardless of how contracted, except bacterial infection
resuiting from an accidental cut or wound or accidental food poisoning. However, if a
coverad [oss results from medical or surgical treatmsent of an injury, benefits are provided
for the loss.

Section 9. Medical Plans - Schedule of Beneflts

In designated locations, the Company provides employess with a choice among medicali plans.
The Traditional Medical Plan offers enhanced benefits when a member of its network is used.
Health maintenance organizations {HMQs) also rely on selected networks of providers. Benefits
are subject to all provisions of the selacted plan, including medical review requirements,
maximum benefits, coordination of benefits, exclusions, and definitions. f an HMO plan does not
offer the negotiated plan design, the Company will substitute the closest available plan,

Eenefits aré‘provided on a benefit year basis. A benefit year is January 1 through December 31,
annually.
A. Preventive Care Services

The following preventive care services are provided according to network guidelines.

1. Routine physical examinations for employees and spouses and routine screening
examinations for ampioyees and dependents.

9
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2. Routins child care, inb!uding periodic examinations, preventive immunizations, and
inocuiations as prescribed by a physician.

B. Covered Medical Services and Supplies

The plans provide benefits according to network guidelines for the following medically
necessary services and supplies required for the diagnosis and/or therapeutic treatment of a
nonoccupational accidental injury or iliness or medically necessary treatment of certain listed

conditions.

1. Physician services, including office visits, consultation for a second or third opinion,
surgery, and hospital visits. Benefits for manipulation of the spine are limited to 26 visits
each year, including related services such as an inltial examination and initial X-rays.

2. Services provided by other licensed health care professionals.
a. Diagnostic X-ray and laboratory services.

b. Physical, occt.ipationai, anhd speech therapy to restore function. Services must be
prescribed by a physician.

¢. Neurodevelopmental therapy for children age six or under.
3. Medical equipment, services, and suppiies.
Ambulance services.
Hearing aids.
Hemaodialysis.
Home medical equipment.
Orthopedic appllances and braces.
Oxygen and anesthesia.

© o a0 o

Prostheses,
h.  Radiation therapy (including X-ray therapy) and chemotherapy.

4. Hospital services and supplies, including semiprivate room and board, operating rooms
and equipment; surgical dressings and supplies; X-ray and laboratory services;
ansesthesia, including administration and materials; pathology; drugs; outpatient hospital
and emergency room services. ‘

5. Hospital alternatives. Benefits for the following are provided in place of medically
necessary hospitalization.

a, Skilled nursing facitities.
b. Home health care.
c. Hosplce care.

C. Special Conditlons
Services are covered for the following conditions, according to network guidelines.
1. Cosmetic surgery for prompt repair of accidental injury. o

2. Mental iliness and substancs abuse. See Section 10.C.6 and Section 10.C.7.
3. Oral surgery.
4. Pregnancy.
S. Reconstructive breast surgery in connection with a mastectomny.
10
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6. Sterilization (vasectorny and tubal ligation).

7. Temporomandibular joint disease (TMJ) and myofascial pain dysfunction syndrome
{MPDS). - -

8. Transplants.

B. Vision Care
Vision care benefits are provided according to a schedule of benefits.

E. Prescription Drugs

Prescription drug benefit payment levels are described in Section 10.B.3 and
Section 10.C.12.

Section 10. Traditional Medical Plan - Payment Provisions

Payment provisions under the Traditionai Medica! Plan follow.

A. Deductibles

Deductibies are expenses for certain covered services and suppliss that the employee or
family member must pay before benefits are payable.

Deductibles are subtracted from the total of all other submitted expenses for covered medical
services and supplies before benefits are payable. Only expenses covered by the plan may
be counted toward accumulation of deductibles.

Traditional Medical Plan

1. Expenses subject to deductibles

a. Network providers All covered expenses (except those for network
provider office visits where the $10 office visit
copayment applies, preventive care, vision care, and
mall service prescription drugs) are subject 1o
deductibles.

b. Nonnetwork providers All cavered expsnses (except those for vision care
' and mail service prescription drugs) are subject to
deductibles.

2. Deductible amounts
a. Individual deductible

1} Network providers Each year a separzate $250 daductible applies to each
coverad person.

The deductible applies only once in any year even
though tha person may have several diferont
accidental injuries or ilinesses.

2) Nonnetwork providers Netwerk deductible provislans also apply to
- nonnetwork providers.
b. Family deductible
1} Netwark providers Each yszr, the plan imits the deductible amounts

applied to the emplayee's family to $750.

After the family deductible has been met, no further
deductible is applied during that year to the employee
or to the family members.

11
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2) Nonngtwork
providers

Traditional Medical Plan

Network deductible provisions also apply to
nennetwork providers.

B. Copayments

Traditiona] Medical Plan

1. Emergency room copayment

A $50 emergency room copayment applies to each
hospital emergency reom visit. The emergency room
copayment does nol apply if the patient:

a) s admitted tc the hospita/immediately following
such treatment, :

b) Istrealed in the emergency room for 12 or more
hours,

¢} Dles in the emergency room.

The amergency room copayment does not apply
toward the indlvidual deductible, family deductible, or
out-of-pocket expense limits.

2. Office visit copayment

A 810 copayment applies to most covered office visits |
to a network provider {except for praventive care,
inpatient mental health, and inpatient substance abuse
services).

3. Mail Service Program prescription
drug copayment

A 85 cepayment applies fo each covered genaric
prescripticn or refill obtained from the mail service
pharmacy.

A 315 copayment applies to each covered brand-
name prescription or refill obtained from the mail
service pharmacy.,

Covered prescription drugs oblained through the mail
service program are not subject to the deductibles.

C. Plan Payment Levels

Plan payment levels are subject to all provisions of the Traditional Medical Plan, including
medical review requirernents, maximum benefits, cocrdination of benefits, exclusions, and

definitions.

After satlsfaction of the deductible and copayment requirements, the ptan pays for
covered medical services and supplies according to the following chart.

Traditional Medical Plan

1. Network providsrs

Covered services of network providers are paid in full
after any applicable copayments, except when
provided for the treatment of mental iliness,
substance abuse, durable medical equipment, or
TMYMPDS.

BOEG2183
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Traditional Medical Plan

2.

Nonnetwork providers

a.

Physicians, hospitals, and other
covered health cara providers in a
license category eligible 10
participate in the network

1)

In service area

2} Outof-area

3)  Emergency room

Other covered health care providers,
services, and supplies furnished by
providers not in a license category
eligible to participate in the salected
network

In & location where there are network providers
qualified to provide medically necessary servicss,
covered services are paid at 60 percent of usual and
customary charges.”

In a location where there are no network providers
qualifted 1o provide medically nacessary services,
covered services are paid at 100 percent of usual
and customary charges.”

Covered services are paid according to network and
nonnatwork provisions for medical emergencies.®

Covered services are paid at 80 percent of usual and
custormnary charges.*

*These payment ievels do not apply to coverage of
treatment for mental iliness, substance abuse,
durable medical equipment, or TMJ/MPDS.

Ambulance services

Covered ambulance services are paid at 100 percent
of usual and customary charges.

Alternatives to hospitallzation

Covered services and supplies provided by a skiffed
nursing facility or & hospice agency are paid at 100
percent of usual and customary charges.

5.

Durable medical equipment,
prostheses, and crthopedic
appllances

Covered services and supplies are paid at 80 percent
of usual and custornary charges,

Treatment of mental iliness

a.

Inpatient treathent coordinated
through the netwerk's referral service

Outpatient treaiment coordinated
through the network’s referral service

Treatment not coordinated through
the network's referral service

Cdvered sarvices for inpatient treatment of mente!
illnass are paid in full.

Ccvered sarvices for outpatient treatment of mental
iliness are paid in full after a $10 copayment per visit.

Covered services for treatment of mental illness are
paid at a constant 50.percent of usual and customary
charges 1o a maximum of 20 inpatient days and 20
outpatient vigits each benefit year if the services are
ceriified as covered by the network's referral service.

BOED2188

Treatment of substance abuse

a.

Inpatiant troatment coordinated
through the network's referral service

Outpatient treatment coordinated
through the network’s referral
service.

Covered services for inpatient treatment of substance
abuse are paid in full.

Covered services for outpatient tréaiment of
subslance abuss are pald In fuli after a $10
copayment per visit.
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Traditional Medical Plan

¢. Treatment not coordinated through ~ Covered services for inpatient and outpatient
the netwark's referral service treatment of substance abuse are paid at a constant
50 percent of usual and customary charges.

d. Benefit maximum Benefits are paid up to a lifetime maximum of two
courses of treatment. Each course of trestment not
coordinated by the refarral service Is subject to a
$5,000 maxirmum.

8. Neurodevelopmental therapy - Covered services for neurodevelopmental therapy for
’ children age six or younger are paid at hetwork and
nonnetwork levels to a maximum of $1,000 each
benefit year.

9. Treatment of TMJ and MPDS Covered services for treatmant of TMJ and MPDS
are paid at a constant 50 parcant of usual and
customary chargaes to a $3,500 lifetlme maximum,

10. Preventive Care

a. Network providers Covered routine physical examinations for
employees and spouses ars paid in full up to $200
per examination, including related laboratory and X-

ray charges,
b. Nonnetwork praviders No coverage for services obtained in a network
‘ service area.
11. Vislon Care . Covered services are paid as specified in Section
: - f1.F.
12. Prescription Drugs
a. Network
1} Generic Covered generic prescription drugs are paid at 90
pereent of charges when the preferred pharmacy
identification card is used at a participating
pharmacy,
2) Brand name  Covered brand-name prescription drugs are paid at
80 percent of charges when the preferred pharmacy
identiflcation card [s used at a participating
pharmacy.
b. Nonnetwork Coverad pras;:n'ptibn drugs abtainad without the use
- of the preferred pharmacy identification card are paid
at 70 parcant of the preferred pharmacy card
program’s contracied rates.
¢.  Mail service proscription drug Covered malntenance generic and brand-name
program prescription drugs obtained from the network’s rmail

service preseription drug program are pald in full after
the applicable copaymant.

13. Out-of-Pocket Expense Limits

a."~ Nelwork Network services are subject to the same fimits
described below for nonnatwork services,

14
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Traditional Medical Plan

b. Nonnetwork When a covered person’s oul-of-pocketl expenses
reach $2,000 in any year, any further benefits that
would have been paid at 60, 70, 8Q, or 90 percent will
be paid at 100 percent of uswal and customary
charges (of contracted rates for prescription drugs)
for the remainder of that year, to the maximum
benefit amounts.

_ Wher three or more family members satisfy thejr
deductibles and have combined out-of-pocket
aexpenses of $4,000 (but not more than $2,000 for
any ong individual), any further banafits that would
have been paid at 60, 70, B0, or 90 percent will be
paid at 100 percent of usual and customary charges
{of contracted rates for prescription drugs) for the
remainder of that year, to the maximum beneflt
amounts.

c. Expensesthatdonctcounttoward 1) Yearly deductibles.
the individual or family ‘ . .
out-of-pocket expense limits 2) Office visit copayments.

3) Hospital emergency room copayments.

4) Difference between usual and customary
charges and the provider's actual charge.,

§) Any balance remaining after a benefit maximum
has been reached.

6) Covarsd medical services paid at 100 percent of
usual and custonary charges or in full,

7) Covered medical services for trealment of
mental illness, substance abuse, or TMJ/MPDS.

8) Benefits paid at a reduced amount or denied
when the patient fails to follow medical review
program procedures and requiremants.

D. Lifetime Maximum Benefit

The lifetime maximum benefit for all covered medical services (including prescription drugs)
is §1,000,000, subject to all other medical plan provisions. This maximum applies separately
to each covered family member. Benefits paid and applied to reduce the maximum benefit,
while covered under a Company-sponsored plan for active or retired personnel and not
reinstated under a prior agreement, are not reinstated by this agreement and serve to reduce
the maximum benefits available hereunder.

Section 11. Traditional Medical Plan

Payment provisions are described in Section 10, except as noted under the vision care benefit.
A ‘Descr'iption
The Traditional Medical Plan provides benafits for procedures, services, and supplies

medically necessary for the diagnosis and/or therapeutic treatment of nonoccupational
accidental injuries or ilinesses and treatment of certain listed conditions.
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Enhanced benefits are available to employess who receive care from network providers as
described in Section 10. Preventive care, prescription drug, 2nd vision care benefits also are

included in the plan.

B. Medical Review Program

The Traditional Medical Plan has a medical revisw program to encourage appropriate
utifization of heaith care services. The program includes precertification requirements,
voluntary second surgical opinion provisions, a referral service for mental illness and

subsiance abuse treatment, and individual case management.

1.

Precertification requirements.

The employee is responsibie for obtaining pracertification for all nonemergency hospital
admissions (except admissions for childbirth during the first 48 hours following a normal
delivery or 96 hours following a cesarean section), skillad nursing facility admissions, and
services for home heaith care and hospice care. Precertification of treatment of mental
ilness and substance abuse is handled separately through the Boeing mental health and
substance abuse program. '

a. Ifthe medical review program is not contacted, but retrospective review shows that
the hospital or skilled nursing facifity admission, home health care, or hospice care
was medically necessary, regular plan benefits ara reduced to 50 percent ot usua/
and customary charges up to a maximum employee expense of $2,000.

1) This $2,000 expense does not apply toward the yearly deductible and/or out-of-
pocket expense limits.

2) Benefits denied under other plan exclusions do not count toward this $2,000
expense.

b. No benefits are provided for any services or supplies that are not medically
necessary. -

Individual case management.

in the event of a severe or long-term illness or injury, the service representative will assist
the patient’s network provider in [dentifying treatment altarnatives that offer cost-effective
care and enhancements to the patient's quality of life.

Referral servics,

Employees and eligibie dependents may use a referral service for treatment of mental

iliness and substance abuse. The referral service refers the patient to a referral service
provider and precertifies initiaj freatment; ongoing treatment is precertified on a regular
basis. Individuals who do not use the referral service receive reduced benefits.

Voluntary second surgical opinion provisions.

The plan provides benefits for second surgical opinions the same as for other covered
services provided by network and nonnetwork providers.

C. Preventive Care

1. Beefits are provided for a routine physical examination for employses and spouses as
follows: :
a. One examination every three years for employees and spouses under age 35.
b. One examination every year for employees and spouses age 35 and above.

2. Benefits are provided for the following routine screening examinations:
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Mammaograms, Pap smears, and prdstate screenings (including the office visit) as
recommended by the patient's physician,

3. The plan covers up to eight routine physical examinations for well-baby care during tha
child's first 24 months.

4. For children age two through age five, tha plan covers one routine physical examination
=2ach year.

5. The plan covers routine childhood immunizations recommended by the child's physician
according to American Academy of Pediatrics guidelines.

D. Covered Medical Services and Supplies

The Traditional Medical Plan provides benefits for the fdllowing medically necessary services
and supplies. Benefits fof special conditions are specified in Section 11.E.

1. The services of a physician, including:

a. A voluntary second (or third) surgical opinion obtained from one or two other
specialists. :

b. An eye examination including refraction performed in conjunétion with a medical
condition such as diabetes, glaucoma, and cataracts. (See Section 11.F for routine
eye examination coverage.) :

¢. Injectable legend drugs administered in a physician’s office (including antigen, altergy
serum, insulin, and contraceptive injections) for covered conditions; medical devices
{including contraceptive devices and implants) dispensed by a physician. Preventive
injections or immunizations are not covered except as described in Section 11.C.

2. Services of other health care professionals.

a. . Diagnostic X-ray and Iéboratory examinations, including examinations incurred in
connection with a second (or third) surgical opinion.

b.  Intermittent visits of a registered nurse (R.N.}, other than a nurse who ordinarily lives
* inthe employee’s home or who is a family member of the employae or spouse, if
skilled care in place of hospitalization is not available through an alternative provider
at a lesser cost,

C. The services of a physician’s assistant for services that would have been coverad if
performed by a physician licensed as a doctor of medicine {M.D)).

d. The services of a physical therapist for physical therapy, the services of an
occupational therapist for oocupational therapy, and the services of a spesch
therapist tor speech therapy, when specificaily prescribed by a physician as to type
and duration. Services must be performed under the physician’s supervision while
the patient remains under the attending physician’s care, and only o the extent that
the therapy will significantly restore bodily functions. The Physician must reevaluate
the therapy at least every three months and certify that continuing therapy is
required. All therapy beyond three months must be approved by the service
representative. Benefit determination is based on tha attending physician’s
evaiuation of the therapy as well as the therapist's progress reports. The information

“from the physician and therapist is then reviewed against established medical griteria
to determine medical necessity. i

No benefits are payable for therapy given at the therapist's discretion, elected by the
covered person, for any treatment for delayed development or therapy that solely is
for the purpose of slowing body degeneration rather than restoring functional
improvement, custodial maintenance, self-help, recreational therapy, or educational
therapy. :
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Berefits also are provided for neurodevelopmental therapy for children age six and
younger, Up to a maximum benefit of $1,000 each benefit year.

e. The services of a dontist as specified in Section 11.E.6 and Section 11.E.10.

f. The services of an authorized Christian Science practitioner necessary for the
healing treatment of a nonoccupational physical or mental condition.

g. Acupuncture services for a covered iliness or in place of coverad anesthesia when
provided by g licensed acupuncturist (L.A.C.}, or an M.D,, or a doctor of osteopathy

(D.O.).
3. Maedical equipment, services, and supplies.
a. Professional ambulance service when used to transport the patient from the place of
injury, accident, or iliness o the first hospita/ where treatment is given. These
services also are covered when the physician requires an ambulance to transpart the

patient to a hospital in the patient's area of residence to protect the patient's health or
life, Air ambulance transportation is covered when medically necessary.

Ambulance service from one hospital to another, including return, is covered only if
the facility is the nearest one with appropriate regional specizlized treatmant fagilities,
equipment, or staff physicians. Ambulance transpontation from or to the patient's
home is covered when medically necessary. No other expenses in connaction with
travel ars covered.

b. The cost and installation of a hearing aid or 2ids purchased under a physician’s or
certified audiclogist's written recommendation up to 2 $600 benefit payable for each
hearing aid. This benefit is limited to one-per ear every three consecutive years,
including any period covered under a Company-sponsorsd plan. The plan also _
covers the overhau! of a hearing aid in place of a new hearing aid after three years.

No benefits are payable for:

1) Hearing or audiometric examinations. (When disease is present, such expenses
may be covered under other perlions of the Traditional Medical Plan.)

2) Hearing aids ordered either before the person became eligible or after coverage
ends.

3} Hearing aids ordered bafore coverage ends but delivered more than 60 days
after coverage ends.

4) Charges for hearing aids that do not meet profassionally accepted standards of
practice or for experimental or investigational services or supplies.

5) Replacement of hearing aids that are lost, broken, or stolen unless replacement
is within the frequeancy limit of one hearing aid per ear every three consecutive
years. :

8) Replacement paris for hearing aid repairs, uniess part of an overhaul after three
years.

7) Replacement batteries.

-8} Charges for eyeglass-type hearing aids above the covered expense for one
hearing aid. N

¢. ~ Hemodialysis in the patient's home when the treatment is repetitive and for chronic,
irreversible kidney disease. Covered services and supplies include the rental, lease,
or (under certain conditions) purchase of major hemodialysis equipment and specific
supplies, and certain training necessary to operate the dialyzer. Purchase of specific
supplies is contingent on the supplies having no real utility to the patient In the
absence of the disease and having no value to other household members. Coverage
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of the purchase of equipment is subject to specific conditions, including an
amortization period, decided by the service representative.

d. Rental (or purchase if approved by the service representative) of durable medical or
surgical equipment used exclusively for the patient's therapsutic treatment.

e. Orthopedic appliances and braces, including repair and rep'acerent necessary as a
result of normal usage or change in condition.

f.  Oxygen and anesthesia,

g. Artificial limbs, artificial eyes, and other prostheses This benefit includes repair and
replacement necessary as a result of normal usage or change in condition.

h. Radiation therapy {including X-ray therapy) and chemotherapy.

4. Hospital room, board, services, and supplies including a medically necessary private
room. If 2 private room is used whan one is not medically necessary, any excess of daily
board and room charges over the hospital’s average semiprivate room charge is not
covered. If the hospital does not have semiprivate accommodations, the semiprivate
charge for similar facilities in the area is considered in determining the rate.

Hospital benefits are subject to the medical review program for medical necessity, B
appropriateness, level of care, and sefling.

5. Hospital alternatives.

a. Home health care visits and supplies provided to patients in their home by a home
health care agency instead of confinement in a hospital or skilled nursing facility.

Benefits are subjéct to the medical review program.
1) To be eligible for henefits:

a) Home health care visits and supplies must be for the medically necessary
treatment of a covered iliness or Injury.

b) A physician must establish a written home health care treatment plan.

¢) The patiént must be homebound, which means leaving home involves a
considerable, taxing effort and the patient is unable to use public
transportation without assistance.

2} Covered benefits for home health care visits and supplies must be provided by
and billed by the home health care agency and are fimitad to:

a} Physician services.

B) Nursing visits by a registered nurse (R.N.) or licensed practical nurse
{L.P.N.).

¢) Physical therapy visits by a physical therapist.
d) Speech therapy visits by a speech thérapist.
e) Occupational therapy visits by an occupational therapist.

-« f) Medical social visits by a person with a master's degree In soclal work
(M.S.W.).

g) Home health aide visits.

h) Respiratory therapy visits by an inhalation therapist certified by the National
Board of Respiratory Therapists.

i) Medical supplies dispensed by the home health care agency that would nave
been provided on an inpatient basis.
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i) Nutritional supplements such as diet substitutes administered xntravenously
ar through hyperalimentation.

k) Nutritional guidance by a registered dietician.

) Services and supplies for infusion therapy. (Patients do not naed to meet the
treatment plan and homebound requirements.)

3) See Section 11.H for listed home health care exclusions.

b. Visits and supplies of a hospice agency when provided in place of confinementin a
hospital or skilted nursing facility.

Benefits are subject to the medical review program.
1} To be eligible for benefits:

a} Hospice care visits and supplies must be for the medically necessary
treatment or palliative care of terminally ill patients with a life expectancy of - .

six months or less.
b) The physician must establish a written hospice care treatment plan,

2} Hospice visits and supplies in the patient's home must be providad by and bilied
by the hospice agency and are limited to the same items as listed under Section
11.D.5.a. in addition, benefits are provided for respite care for a minimum of two
hours per day (continuous pattent care to provide ternporary relief to family
membaers or friends).

3) Expenses for inpationt hospice confinement ars covered to the same extent as if
incurred in a hospital.

4) Limits.

a) Respite cére of two or more hours per day when no skilled care is required is
limited to a combined total of 120 hours in each three-month periad.

b) Expenses for hospice care that qualify under this benefit and under any other
benefit of this pian are coverad only under the bensfit the service
representative determines as the most appropriate.

5) See Ssection 11.H for listed hospice care exclusions.

¢. Skiled nursing facitity room, board, services, and supplies when provided in.place of
medically necessary hospitalization, limited to the facility's average semiprivate room
charge, If the skilled nursing facility does not have semiprivate accommodations, the
semiprivate charge for similar fagilities in the area is conSldered in determining the
rate.

Banefits are subject to the medical review program for medical necessity,
appropriateness, level of care, and setting.

d. Expenses incurred tor room and board while in a Christian Science sanatorium also
are covered if the patient is admitted for healing (not rest or study) and is under the
care of an autherized Christian Scisnce practitioner. If a private room is usad, any
excess of daily room.and board charges over the facility's average semiprivate room
charge is not covered. If the facility does not have semiprivate accomodations, the

*~ semiprivate charge for other Christian Science sanatoriums will be consldered in
determining the rate. :

e. Services of an approved freestanding surgical center or hospital-based emergancy
facility if such ssrvices would be covered if received in a hospital.
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E. Special Conditions

Covered medical services and supplres described in Section 11.D also are provided for the
following special conditions.

1. Congenital abnormalities and hereditary complications.

Benefits are provided for medically necessary services and supplies required for the
treatment of congenital abnormalities and hereditary complications, This coverage
applies to newborn children as well as to all other persons covered under the plan.

2. Cosmetic surgery.

Benefits are provided for cosmetic surgery only if the surgery is for prompt repair of an
accidental injury.

3. Erectile dysfunction.

Benefits are provided for the treatment of organic erectile dysfunction when the patient
has a history of one or more of the following:

a. Peripheral vascular disease or local penile vascular abnormalities.
Peripheral nsuropathy or autonomic insufficiency.

Prostate cancer.

Spinal cord diseass or injury.

Major pelvic surgery.

Insulin-dependent diabetes appean‘ng before age 50.

RN < A 1 -4

G. Severe Peyronie's disease.

Covered therapy includes vacuum erection device, injection therapy, penile prosthesxs
urethral pellets, and prescription medications. .

The plan does not cover treatment for nonorganic nmpotence such as psychosexual
dysfunction.

4. Infertility.

Benefits are provided for the following services in connection with the diagnosis and
treatment of infertility:

a. Diagnostic tests necessary to determine the cause of infertiiity.
b.  Surgical correction of a condition causing or contributing to infertility.

¢. Conventional medical treatments (such as office visits, Iaboratofy services, and
prescription medications) of the infertility.

The plan does not cover the infertility services and supplies listed in Section 11.H.
5. Mental ifiness and substance abuse treatment. '
a. Mental iliness (including eating disorders).

Benefits are provided for the services of the following providers in connection with the
“inpatiant and outpatient treatment of mental iness:

1) Any provider contracted with the referral service. )
2) Licensed psychiatric doctor (M.D.).
3) Licensed clinical psychologist.

4) Licensed psychiatric nurse {R.N.}.
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5) Professional at master's ievel or above who is licensed in the area where the
services are perforred.

6) Licensed hospital or treatment facility.

Treatment of a mental illness includes only treatment of a mental disorder or
condition not related to, accompanying, or resulting from substance abuse.
Treatment of any such related, accompanying, or resulting disorder or condition is
considered to be treatment of the substance abuse. .

Substance abuss.

Expenses incurred at a substance abuse freatment facilily or a hospital, including
physician’s charges and charges for prescription drugs, are covered only to the
extent they are in connection with the effective treatment of substance abuse. The
benefit at a substance abuse treatment facility is llmited to intensive inpatient
treatment and outpatient substance abuse counseling as prescribed by a physician.

No benefits are provided for: recovery houses that provide an alcoho!- or drug-free
residential setting; alcohol or drug information and referra) services: schools;
emergency service patrols; or detoxification, except when immediately followed by a
rehabilitative program. .

The patient must complete the course of treatment to be eligible for substance abuse
benefits.

6. Oral surgery. ‘
~ a. Benefits are provided only to the extent not covered under the Network Dental Plan

BOEDZ2189

b

for services in connection with the prompt repair of natural teeth or other body tissue
performed by a physician or a dentist and required as a result of a nonoccupational
injury, provided that:

1} The damaged, lost, or moved teeth were free from decay or in good repair and
firmly attached to the jaw bone at the time of the injury.

. 2) If crowns (caps), dentures (false teeth), bridgework (flxed or removable), or in-

mouth appliances are instalied dus to such injury, only charges for the first
denture or bridgework to replace lost teeth, the first crown needed to repair each
damaged tooth, and an in-mouth appliance used in the first course of orthodontic
therapy after the injury are included.,

Charges to remove, repair, replace, restore, or reposition teeth lost or damaged while
biting or chewing are not covered.

Bensfits are provided for medically necessary services in connection with oral
surgery performed by a physician or dentist for a medical condition that does not
relate to the correction of the gum, teeth, or mouth tissues for dental purposes,
except where covered under the Network Dental Plan. These services include, but
are not restricted to:

1) Removal of tumors and cysts of the jaw, cheeks. lips, tongue, and roof and floor
of the mouth.

2} Surgical procedures required to correct accidental injuries of the jaw, cheeks,
lips, tongue, and roof and floor of the mouth.

3) Removal of exostoses of the jaw and hard palate,

4) Treatment for fractures of the facial bones {maxilla or mandible).
5) Incision and drainage.of ceilulitis.

6) Incision of accessory sinuses, salivary glands, or ducts.
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c. Benefits are provided for physician or dentist services in connection with the
correction of developmental abnormalities of the jaw or malocclusion of the jaw by
ostectomy (the surgical cutting of bone or bony tissue) with or without bone grafting.

d. The surgica! placement ot endasseous implanis is covered if there is a reasonable
expectation of success for a minimum of five years.

8. Hospital services and benefits for general anesthesia are provided in connection with
other dental or oral surgery when medically necessary.

The preceding listed services incurred in connection with dental work or oral surgsry do
not apply o any services In connection with the diagnosis and treatmant of
temporomandibular joint disease. (TMJ) or myofascial pain dysfunction syndrome
(MPDS). See Section 11.E.10.

7. Pragnancy.

Benefits are provided for pregnancy the same.as any other condition for covered
employees or covered dependents, provided that expenses are incurrad while this
coverage is in force.

Pregnancy includes normal delivery, cesarean section, spontaneous abortion
{miscarriage), legai abortion, and complications of pregnancy.

Following childbirth, mothers and newborns may stay in the hospital for 48 hours
following a normal delivery or for 96 hours following a cesarean section, unless a shorter
stay is authorized by the attending heaith care provider in consultation with tha mother.
Preadmission review is not required for these lengths of stay. Any length of stay beyond
48 hours or 96 hours must be approved through the medical review program. .

Benefits are provided for a birthing center only to the extent that such services would
have been covered in a hospilal,

A newbern child is eligible from the date of birth if the child qualifies as a dependent of
ihe employes and is enrolled within 120 days. The following services and supplies are
covered for.a newborn child enrolled in the plan, subject to the plan payment provisions
listed in Section 10

a. Routine hospital services and supplies and physician services during the first
48 haurs following a normal delivery or 96 hours following a cesarean section.

b. Maedically necessary hospital and physician services and supplies.
8. Reconstructive breast surgary.

Covered individuals receiving benefits for & mastectomy may elect breast reconstruction
in connection with the mastectomy in a manner determined in consultation with the
patient and attending physician. Govered services include the following:

a. All stages of reconstruction of the breast on which tha mastectomy was performed.
b. Surgery and reconstruction of the other breast to produce a symmetrical appearance.

¢. Prostheses and treatrnent of physical complications of all stages of mastectomy,
including ymphedema.

These reconstructive benefits are subject to the plan payment provisions listed in Section
10, as are otner medical and surgical benefits covered under the medical plans. -

9. Steﬁlization {vasectomy and tubal ligation).
Benefits are provided for a vasectomy or tubal ligation, but not a reversal.
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10. Temporomandibular joint disease (TMJ) and mydfascial pain dysfunction syndrome
(MPDS).

a. The following surgical or nonsurgical freatment of TMJ or MPDS by a physician or a
dentist are included as covered madical services and supplies:

1} Initial diagnastic examinations and X-rays.
2) Follaw-up office visits.
3) Surgical procedures and related hospitalization.

4) Appliances (i.e., nightguards, bite plates, orthopedic repositioning, or mandibuiar
orthopedic devices). ‘ :

5) Appliance management, kinesitherapy, physical therapy, biofesdback therapy,
joint manipulation, prescription drugs, injections of muscle relaxants, and
therapeutic drugs or agents.

b. The following expenses are not covered:

1) Restorative techniques to build occlusion unless the tooth is diseased or
accidentaily damaged. _

2) Nonsurgicai orthodontic treatment, except as provided above.
3) Banding treatment, '
11. Transplant benefits.

Benefits are provided for medically necessary services relating to a covered transplant.
Transplants that are part of an approved clinical trial also may be covered.

a. [fthe patient covered by this plan is the recipient of a human organ or tissue
transplant covered by this plan, donor organ procurement costs are covered o a
maximum benefit of $30,000 per transplant, to a lifetime maximum benefit of
$60,000. Benefits are limited to selection, removal of the organ, storage,
transportation of the surgical harvesting team and the organ, and other medically
necessary procuremsent costs, Donor expenses that are covered under this plan are
applied against the plan lifetime maximum benefit for the recipient coversed under this
plan.

b.  No benefits are provided for the following:
1} Nonhuman, artificial, or mechanical transplants.

2) Experimental or investigational services or supplies unless th ey are part of an
approved clinical trial, ' ‘

3) Services and supplies for the donor when donor benefits are available through
other group coverage.

4) Expenses for that portion of treatment funded by government or private entities
as part of an approved clinical trial.

5) Expenses when the recipient is not covered under this plan.

.6} Lodging, food, or transportation costs, uniess otherwise specifically provided
under this plan. )

7) Donor and procurement services and costs incurred outside the United States,
unless specifically approved by the service representative.

8) Living (noncadaver) donor transplants (except kidnsy, liver, lebar lung, and bone-
marrow or stem cell transplants for covered conditions) inctuding selective islet
cell transplants of the pancreas.
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F. Vision Care Benefit

Vision care benefits are subject to all Traditiona! Medical Plan provisions except the annual
deductible and plan payment levels. Vision care benefits are included in the Traditional
‘Medical Plan maximum lifetime benefit. -

1.

Covered vision care expenses are the usual and customary charges (up to the amounts
shown in the schedule) for the following:

a. Acomplete eye examination, which must include refraction, performed by a legally
qualified ophthalmologist or optometrist.

b. Prescribed lenses.
c. Contact lenses if elected in lieu of conventional lenses and frames.

d. Frames required for prescription lenses.

Benefits are provided for one eye examination every year and two sets of lenses and two
frames every two years. This period includes the time covered under a Company-
sponsored plan. The plan covers contact lenses when purchased in place of lenses and
frames, or when purchased in combination with lenses and frames, up to a combined
maximum benefit of $210. Any replacement of lost, stolen, or broken lenses and/or
frames is included under the two-set limit.

Schedule of Covered Vision Care Expenses

Services and Supplies Maximum Covered
Expense ($)
Eye Examinaton ' Paid in full after $10 office visit copayment for

network provider services; 60 pergent up fo
$50 for nonnetwork provider services.

Lenses:
Single vision (2 lenses) ' 50
Bifocal (2 lenses) 80
Trifocal (2 lenses) g5
Lentlcular {2 lenses) 185
Frames 70
Contact Lenses (2 lenses), in place of allowances for . 105

conventional fenses and frames above

All other vision care expenses are not coverad under this beneflt but may be covered as
a medical condition.

The following vision care expenses are not covered:
a. Special supplies, such as nonprescnptron sunglasses ‘and subnormal vision aids.

b. *Special lens treatment such as seamless lenses (e.q., Variux and Ultravue) over the
amount covared for lenses without this feature.

c. Antireflective coatings, tinting, charges for sunglasses, or light-sensitive glasses over
the amount covered for nontinted glasses.

d. Services or supplies not listed as covered’ expenses.
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e. Services or supplies received while the individual was not a covered family member
or charges for lenses and frames furmshed or ordered before the individual became a

covered family member.

Expenses incurred for lanses and frames within 31 days after coverage ends are
coverad, but only if a complete eye examination, including refraction, was performed
during the 31-day period immediately before coverage ends and resulted in a
prescription of eyeglasses for the first time or a change in prescription.

G. Prescription brug Benefit
Benefits are subject to all Traditional Medical Plan provisions, including exclusions.

1. Preferred pharmacy card program.

a. Dascription of benefit.
Employees and dependents may obtain covered prescription drugs through the
preferred pharmacy card program or through any licensed pharmacist.

b. Covered prescription drug expenses.
The plan covers the following medically necessary prescription drug expenses:

1) Legend drugs (including contraceptive meadications), which must be dispensed
under federal or state law through the written prescription of a physician or
dentist.

2) Injectable insulin (including needfes, syringes, chern strips, chem pads, and
lancets when prescribed along with insulin} when ordered in wntmg by the
patlent S phys;c:an

3) Ant:gen or al[ergy serum prescnbed by a physician in wrmng

c. Maximum medication covered.

The program COVers a supply of medication which, when taken according to the
physician’s written order, does not exceed a 30-day supply. Certam drugs are subject
te other quantity limits.

2. Mail service prescription drug program.
a. Description of bensfit.

Empioyess and eligibls dependents may use the mail service prescription drug
program to obtain covered maintenance prescription drugs. Maintenance prascription
drugs are prescription drugs taken on an ongoing basis to control chronic medical
conditions.

Unless your physician indlcates otherwise, a generic equivalent of the prescribed
drug will ba dispensed when available and permissible under the law.

b. Covered prescription drug expenses.
The plan covers the following medically necessary prescription drug expenses:

1) Legend drugs (including contraceptive medications), which must be dispensed
S under federal or state law through the written prescription of a physician or
dentist. .
2} Injectable insulin (including needles, syringes, chem strips, chem pads, and
lancets when prescribed along with insulin) when ordered in writing by the
patient's physician.
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c. Maximum medication covered.

The program covers a supply of medication which, when taken according to the
physician’s written order, does not exceed a 90-day supply per prascription or refill.
Authorized refills are covered only after the initial substance has been used. Certain

drugs are subject to other quantity limitations.
3. Exclusions.
No benefits are payable under the prescription drug programs for the following:

a. Appliances, devices, or other nondrug items, including but not limited to therapeutic
devices or antificial appliances. However, this dogs not apply 1o needles, syringes, or
other diabetic supplies, when prescribed along with insulin.

b. Any charges for the administration or injection of any drug.

¢. Any prescription for which the person is ehglble to receive benefits under another
employer's group benefit plan or a workers’ compensatlon law or from any
municipality, state, or federal program.

d. Any prescription filled in excess of the number prescribed by the physician or any
refill after one-year from the date of the physician’s order.

e. Immunizing agents, except that allergy serum (antigen) is covered under the
prescription drug card program with 2 physician’s written prescription.

f.  All medications to treat sexual dysfunction, unless the patient is bemg troated for a
dlagnosed medical condition.

- g- Fertility agents, unless approved by the service fepresentative.
h. QObssity drugs.

i. Drugs dispensed during an inpatient admission by a hospital, skilled hursing facility,
sanatorium, or other facility.

j- Experimental drugs or drugs used for mvestlgatlonal purposes,

k. Drugs that are not medically necessary for the treatment of an iliness, injury, or other'
covered condition, including vitamins, except as specifically provided by the plan.

| Infusion therapy drugs except as described in the home health care benefit.
m. Delivery or handling charges. _
n. Any service or supply otherwise excluded by the plan.

H. Traditional Medical Plan Exclusions

These charges are deducted from the eligible person’s expenses before the benefits of this
plan are determined. The plan does not pay for charges for or related to:

1. Any accident or illness covered by a workers' compensation law.

2. Services or suppiies riot recommended and approved by a physician or other covered
health care professional or provided before the person becomes covered under this pian.

8. Semwvices and supplies that the plan's service representative determines are not medically
necessary for treatment of an accidental injury, illness, or other condition covered under
the ptan. This includes routine physical examinations, immunizations, and other
preventive services and supplies, except as specifically provided by the plan.

Inpatient hospital care (including physician visits while hospitalized) is not considered
medically necessary when the care can be provided safely in an outpatient setting, such
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as a hospital outpatient department, physician’s office or an ambulatory surgical tacility,
without adverssly affecting the patient's physical condition.

Examples of care that generally should be provided in an outpatient setting include
observation and/or diagniostic studies, surgery that can be performed on a same-day
basis, and psychiatric care primarily aimed at controlling or changing the patlent's
environment.

Amounts exceeding usual and customary charges.

Skilled nursing facility services when the services usually are not provided by such
facilities or when the services are not expected to lessen the disability and enable the
person to live outside the facility. However, skilfed nursing faciiity setvices are covered for
the terminal patient when the illness has reached a point of predictable end.

Services or supplios related to cosmetic surgery, except as specifically provided by the
plan. : ‘

Services or supplies related to obesity, unless approved in advance by the service
representative according to written guidelines. Employees may request a copy of the
guidelines by calling the sarvice representative.

Any treatment or services required in connection with a sex transformation.

Services or supplies to the extent they are covered under any Company-sponsored plan
that has been discontinued.

Services or supplies to the extent they are covered under any federal, state, or other
government plan, except whera required by [aw.

Confinemsnt, surgical, medical, or other treatment, services, or supplies received in or
from a U.S. Government hospital, except as required by law.

Services or supplies for which no charge is made or charges the employee or dependent
is not raquired to pay.

Dyslexia, visual analysis therapy, or training related to muscular imbalance of the eye or
for orthoptics. However, coverage is provided for up to six months when necessary 1o

" correct muscle Imbalance (strabismus, esotropia, or exotropia) if treatment begins befors

the person’s 12th birthday.
Completion of claim farms or reports.

Fuil body computerized axial tomography (CAT) scans other than at a hospital or an
institution having an agreement with a hospitalto supply these services. However,
expenses are covered under other circumstances if the equipment is required and
certified by the physician for immediate use to diagnose a potantially life-threatening
condition or if the services are provided at a physician’s office, clinic, or other institution
appraved by the Gompany for other than emergancy use. ‘

Bensfits payable under any automobile medical, personal injury protection (FIF),
automobiie no-fault, automobile uninsured or underinsured motorist, homeowner's, or
commercial premises medical coverage, when such contract or insurance is issued to or
provides benefits available to the patient. Any benefits paid by this plan before benefits
are.paid under one of these other types of contracts or insurance are provided to assist
the patient and do not indicate the service representative Is acting as a volunteer or
waiving any right to reimbursement or subrogation. '

Experimental or investigational servicas or supplies, or related complications.

Services or supplies related to treatment of mental iliness, including eating disorders, or
substance abuse, except as specificaily provided by the pian.

28

BOE02189

P.@s-18



MAR 14 '@3 13:58 FR BOEING KINGSUILLE TX 512 5168314 TO S13817575230 P.gsr18

18. Services or supplies related to freatment of TMJ and MPDS, except as specifically
provided by the plan.

20. Radial keratotomy or other aye surgery to corroct refractive errors, exgept when
precperative visual acuity is 20/50 or less with a lens.

21. Reversal of a sterilization procedure.

22. Infertility services or supplies, inciuding but nat limited to in vitro fertilization; artificial
insemination; embryo transfer; gamete intrafaliopian transfer (GIFT); microinjections;
zona crilling; sperm preparation; sperm separation; fertility drugs (including but not limited
to Clomid, Pergonal, Serophene, or HCG) when associated with any artificial means of
conception; consecutive follicular ultrasounds, cycle therapy. or corresponding lab tests
when associated with any artificial means of conception; any tests, visits, consultations,
or treatment refated to, or resulting in, one of the preceding listed noncovered services.

' 23. Custodial care.
24. Services or supplies required by law to be provided by any school systemn.

25. Education, special education, or job training, whether or not provided by a facility that
also provides medical or psychiatric care.

26. Marriage counseling, family counseling, child counseling, career counssling, social
adjustment counseling, pastorai counseling, or financial counsseling.

27. Intentionally seif-inflicted injury, unless under treatment for a mental iliness.
28. Missed appoiniments.

29. Equipment or supplies that are not solely related to the medical care of a diagnosed
iliness or injury. Examples include, but are not limited to, any luxury or convenience itém
or supply, general exercise equipment, modification to home (e.g., wheelchair ramps,
support railings) or autemobile or van (e.g., ramps, lifts), environmental control devices
(e.g., air conditioners, purifiers, humidifiers), swimming pool, spa or whirlpool, Craftmatic
or similar bed, orthopedic chair, speciai car seat, or any personal hygiene item.

30. The following home health care and hospice services:

Homemaker or housekeaping services.

Services provided by volunteers, household members, family, or friends.
Unnecessary or inappropriate services, food, clothing, housing, or transportation.
Social services.

Psychiatric care.

~ P oo 0w

Maintenance or custodial care.

Supplies or services not included in the written home health or hospice care
treatment plan or not otherwise covered.

o

h. Hospice services to ather family members, including bereavement counseling.

L. Hospice services of financial, legal, or spiritual counselors.

l.  Right to Recelve and Release Necessary Information
As a condition of receiving benefits under this plan, the patient agrees to autharize:

1. Any physician, hospital, or other provider or party having knowledge to disclose to the
service representative any medical information requested to administer this plan.

2. The service representative to
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a. Examine medical records at the offices of any physician, hospital, or other provider to
verify services or suppiies.

b. Release to or obtain from any other ingurer, organization, or person any information
necessary 1o administer the coordination of benefits provisions.

c. Exercise the subrogation rights described in Section 14 releasing any information
about the accldent, injuries, and banefits or services received to any person who may
be liable to the patient, to that person’s insurer, or 1o the service representative.

d. Examine employment and payroll records of the patient to verify plan eligibility and
enroiiment

3. The service representative will keep this information confidential whenever possible, but
under certain circumstances it may ba disclosed to other parties, such as:

" a. To alaw enforcement or other governmental autherity in case of fraud or illegal
aclivity.

b. In response to & subpoena or judicial order.
c. To amedical person or institution to verify coverage or to conduct an audit.

d. To a professional review organization to review the service or conduct of a medical
person or institution.

4, The patient waives any claim of privilege or confidentiality in any action by or against the
service reprasentative or the party furnishing the information.

Section 12. Network Dental Plan

A. Description

Under the Network Dental Plan, employees and eligible dependents may receive dental care
from any licensed dentist. Howaver, benefits are paid at a higher level if the services are
received from a network provider. Network providers have agreed to bill the plan’s service
representative directly, eliminating the need for claim forms.

B. Deductibles

Deductibles are expenses for certain covered services and supplies that the employse or
dependent must pay each benefit year before benefits are payable. The deductible amount
depaends on whether dental treatment is received from netfwork or nonnetwork providers.
Network and nonnetwork deductibles are combined when services and supplies are received
from both network and nonnetwork providers during a bensfit year.

1. Network Deductible

The annual deductible for services received from network prawders is $50 per mdmdual
For tamilies of three or more, the natwork deductible for ail family members will not
exceed $150 in a benefit year. The netivork deductible applies to all services and '
supplies received from network providers except diagnostic, preventive, and orthodontic
services and supplies.

2. Nonnetwork Deductible

The annual deductible for services received from nonnetwork providers is $75 per -
individual. For families of three or mora, the nonnetwork deductible for all family members
will not exceed $225 in a benefit year. The nonnetwork daductible applies to all services
and supplies received from nonnetwork providers except orthodontic services and
supplies.
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C. Pian Payment Levels
The plan pays for covered services and supplies as follows:
1. Services and supplies received from network providers.

a. Class | diagnostic and preventive services and supplies are paid at 100 percent of
recognized fees, ‘

b. Class Il oral surgery, minor restorative, periodontic, and endodontic services and
supplies are paid at 80 percent of recognized fees.

¢. Class [ll major restorative and prosthodontic services and supplies are paid at
80 percent of recognized fees.

d. Class IV orthodontic services and supplies are paid at 50 percent of recognized fees.

2. Services and supplies received within the network service areas from other covered
dentists who are not network providers.

a. Class | diagnostic and preventive services and supplies are paid at 80 percent of
recognized fees.

b. Class il oral surgery, minor restorative, periodontic, and endodontic services and
supplies are paid at 50 percent of recognized fees.

c. Class lll major restorative and prosthodontic services and supplies are paid at
50 percent of recognized fees. :

d. Class IV orthodontic services and supplies are paid at 50 percent of recognized fees.
3. Services and supplies received outside the network service areas are paid at network
payment levels. ‘ : Co
D. Maximum Benefits

Except for orthodontic treatment, the maximum benefit payable for ajl dental services is
$2,000 for each eligible person each year. '

For orthadontic treatment, the lifetime maximum benefit is $2,000 during ail periods the
eligible person is covered under any Gompany-sponsored plan.
E. Covered Services and Supplles

The following services ahd supplies are covered under the Network Dental Plan. Covérage is
subject 1o the benefit payment levels, maximums, exclusions, and other provisions of the
plan. '

1. Diagnostic (Class [) services and supplies.
The plan covers the following diagnostic services and supplies:
a. FRoutine examinations, twice in a bensfit year.

b. Complete series (feur bitewing X-rays and up to 10 periapical X-rays) or Panorex
X-rays, once in a three-year period.

G. _Supplementary bitewing X-rays, twice in a bensfit year.
Emergency examinations. -

e. Biopsy/tissue examination (also called a histopathic examination}. The surgery part of
the biopsy is covered as a Class 1l oral surgery procedure.

f.  Examinations by a specialist for consultation are covered up to three timses in a six-
morith period if the dentist is in a specialty field recognized by the American Dental
Association and if the patient is not receiving treatment from the specialist.
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The plan does not cover diagnostic services and X-rays related to temporomandibular
(iaw) joints, consultations, elective second options, study models, or caries (decay)
susceptibility tests.

2. Preventive (Class I) services and supplies.
The plan covers the foliowing preventive services and supplies:
a. Prophylaxis {cleaning), once in a four-month pericd.

b. Topical application of fluoride (dr preventive therapias such as fluoridated varnishes),
twice in a benefit year for dependent children through age 18.

¢. Fissure sealants for dependent children through age 14. If eruption of a permanent
molar is delayed beyond age 14, sealants will be allowed, with documentation from
the attending dentist, if applied within 12 months of eruption. Fissure sealants are
topically applied acrylic, plastic, or composite material used to seal developmenta!
grooves and pits in the child's teeth to prevent dental decay. The plan covers only
sealants applied to permanent molar teeth that have intact occlusal surfaces, no
decay, and no prior restorations. The repair or replacement of a sealant on any tooth
within three years of its initial placement is considered part of the original service.

The plan does not cover home fluorids kits, cleaning of prosthetic appliances,
replacement of space maintainers previously paid for by the plan, plagus control
programs, oral hygiene instruction, or dietary instruction.

3. Restorative (Class Il and !li} services and supplies.

To determine the appropriate benefit payment level for covered restorative services and
supplies, restorations using filling materials are considered Class |l services and
supplies, while restorations using crowns, inlays, or onlays are considered Class il
services and supplies.

‘The plan covers the following restorative services and supplies:

a. Amalgam, composite, or filled resin restorations (fillings) for treatment of carious
lesions (visible destruction of hard tooth structure resulting from the process of dental
decay) or fracture resulting in significant loss of tooth structure {missing cusp).

b. Stainless steel crowns. {See beiow.)
c. Composite or filled resin restorations placed in the front surface of bicuspids.

Restorations on the same surface or surfaces of a tooth are covered once in a two-year
period. Crowns, inlays, and onlays (whether gold, porcelain, plastic, gold substitute
casting, or a combination of these materials) are covered on the same tooth once in &
five-year period. Stainless steel crowns ars covsred oncs in a five-year period (once in a
two-year period for primary teeth).

If a composite or plastic restoration is placed on a posterior tooth, the plan covers up to
the amount allowed for an amalgam restoration. if a tocth can be adequately restored
with a filling material but a crown, inlay, or cniay is elected instead, the plan covers the
restoration as if a filling material had been used. ‘

The pian covers the use of a crown as an abutment to a partial denture only when the
tooth is decayed to the extent that a crown would be required whether or not a partial
denture is required. .

The plan does not cover restorations necessary te correct vertical dimension or to alter
morphology (shape) or occlusion, overhang removal, or recontouring or polishing a
restoration, : :

4. Oral surgery (Class II) services and supplies.
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The plan covers the following surgical procedures:
a. Surgical and nonsurgical extractions.

b. Preparation of the alvoolar ridge and soft tissues of the mouth for the insertion of
dentures.

Treatment of pathological conditions and traumatic facial injuries.

General anesthesia or intravenous sedation, only when administered by a licensed
dentist in connection with a covered oral surgery procedure.

The plan does not cover iliac crest or rib grafts to alveolar ridges, ridge extensions for
inssrtion of dentures (vestibuloplasty), or tooth transplants.

5. _Penodon’uc {Class 1) services and supplies.

The plan covers services and supplies for the following surglcal and nonsurglcal
procedures when used to freat tissues that suppor the teeth:

a. Periodontai scaling or root planing, once in a 24-month periad.,

b. Site-specific therapies for patients with pocﬁkets of at least 5 mm but not more than
10 mm. The plan covers Actisite procadures for two sites per quadrant once every
. 18 months and application of PerioChip for initial placement.

¢. Gingivectomy.

d. General anesthesia or intravenous sedation, covered only when administered by a
licensed dentistin ‘connection with a covered oral surgery procedure.

e. Limited adjustments to occlusion {eight or fewer testh), such as the smoothmg of
" teeth or reduetion of cusps.

The plan does not cover periodontal splinting or any crown or bridgework provided with
periodontal splinting, crowns as part of periodontal therapy and periodontal appliances,
gingival curettage, or major (complete) occlusal adjustment.

6. Endodoentic (Class 1l and I11) services and supplies.

To determine the appropriate benefit payment level, coversd endodontic services and
supplies generally arg considered Class |l services and supplies. However, if root canal
treatment is provided in conjunction with an overdenture, the plan pays benefits for such
treatment as part of Class 11l services and supplies.

The plan covers pulpal and root canal treatment on the same tooth (including pulpotomy
and apicoectorny) once in a two-year period. General anesthesia or intravenous sedation
is covered only when administered by a licensed dentist in connection with a covered oral
surgery procedure, Tooth bleaching, whether vital or nonvital, is not covered.

7. Prosthodontic (Class I1l) services and supplies.
The plan covers the following:

a. Fuil or immediate dentures. If any other procedure is provided (such as personalized
restorations or specialized treatment), the plan applies the appropriate amount for a
full or immediate denture toward the cost.

D. h Cast chrome or acrylic partial dentures. If a more elaborate or brecisa device is used,
_the plan applies the appropriate amount for covered partial dentures toward thé cost.

c. Stayplate dentures for replacing anterior teeth during the healing period, or in
children age 16 or younger for missing anterior permanent teeth.

Fixed bridges.
8. Inlays (only when used as an abutment for a fixed bridge), once in a five-year period.
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{. Hemovable partial dentures.

g. The adjustmant or repair of an existing prosthetic device. Replacement of an existing
prosthetic device is covered once in a five-year paried, and only if it is not serviceabls
and cannot be made serviceable.

The plan also limits the frequency that certain prosthodontic services and supplies are
covered, as follows:
h. Replacement of an existing prosthetic device once in'a five-year pericd and only then -
if it is unserviceabie and cannot be made serviceable. Expenses related to making
the device serviceable are coversd.

i. Denture adjustments and reiines if these services are provided more than six months
after the initial placement occurs. Denture adjustments are covered twice in a 12-
month period. Later relines and jump rebases (but not both) are covered oncein a
12-month period. ' ‘

The plan does not cover duplicate dentures, personalized dentures, cleaning of prosthetic

appliances, temporary dentures, porcelain or resin inlay bridges, surgical placement or
removai of implants or attachments to implants, or crowns and copings provided in
conjunction with overdentures. The plan ziso does not cover fixed prosthodontics for
children under age 16.

Orthodontia (Class 1V) services and supplies.

To determine the appropriate benefit payment level, covered orthodontia services and
supplies are considerad Class 1V services and supplies. The plan covers orthodontia
treatment (including the correction of prevention of malocclusion) for employees and
eligible depandents.

The plan covers nightguards and occlusal splints as orthodontia treatment expanses.

F. Exclusions
The Network Dental Plan will not pay for charges for or related to:

1.

&

N> o

Servicas for injuries or conditions that are compensable Under workers’ compensation or
employers’ liability laws or services provided by any federal, state, or provincial
government agency or provided without cost by any municipality, county, or other political
subdivision.

Services or supplies to the extent that benefits are payable for them under any motor
vehicle medical, motor vehicle no-fault, uninsured motorist, underinsured motorist,
personal injury protection (PIP), commercial liabllity, homeowner's palicy, or other similar
type of coverage.

Dentistry for cosmetic reasons.

Restorations or appliances necessary to correct vartical dimension or to restore the
occlusion; such procedures include restoration of tooth structure lost from attrition,
abrasion, or erosion, or restorations for malalignment of testh. ‘

Implants.

Application of desensitizing agents.

Experifnental sewices or supph'és.

General anesthesla or intravenaus sedation, except as specified for oral, perlodontal, or

. endodontic surgical procedures,

Analgesics such as nitrous oxids, conscious sedation, suphoric drugs, injections, or
prescription drugs.
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16. Treatment provided when you fail to obtain a required examnination from a plan-appointed
consuttant dentist for review of a request for benefits. :

11. Hospitalization charges or any additional fees charged by the dentist for hospital
treatment.

12. Fees for breken appointments.

13. Patlent management problems.

14. Faes tor completing insurance forms.

15. Habit-breaking appliances.

16. Services specifically excluded in this dental coverage description.

17. All other services not specifically included in this plan as covered dentai benefits.

G. Extended Dental Benefits Following Termination of Coverage

The plan generally does not cover services an employee or eligible dependent receives while
not covered under the plan. However, the plan covers crowns, bridges, dentures, and root
canals during the 31 days foilowing termination of the eligible person’s coverage it the dentist
has started the course of treatmant before the sligible person’s coverage ends.

Services in connection with a prosthetic device, including the abutment crowns of a partial
denture, are covered if the denture impressions were taken while the eligible person was
covered under the plan. However, the prosthetic device must be installed or delivered to the
eligible person within the 31 days following termination of coverage: Services are not covered
If the denture impressions were taken before the date coverage became effective. Iif the
impressions were taken after coverage terminated, the services must meet the requirements
described in the preceding paragraph.

Services in connection with a crown required for the restoration of a tooth (independent of the
use of the crown in connection with a partial denture) are covered if the tooth was prepared
for the crown before coverage terminated and the crown is seated during the 31 days
following termination of the eligible person’s coverage. Otherwise, the crown must be
instalied according te the requirements described above.

The plan covers services and supplies in connection with covered orthodontia care if such
services and supplies are provided during the three calendar months following termination of
the efigible person’s coverage.

See Section 16 for other coverage continuation options toilowing the termination of y0ur
goverage.

Section 13. Coordination of Benefits

If an employee or dependent has medical, dental, or other health coverage in addition to being
covered under these medical and dental plans, the following rules govern coordination of benafits
with the other coverage. Other coverage includes, whether insured or uninsured, another
employer’s group benefit plan, other arrangement of individuals in a group, Medicare {to the
extent allowed by law), individual insurance or health coverage, and insurance that pays without
consideration of fautt.

The service representative has the right to obtain and release any information or recover any
payment it considers necessary to administer these provisions.

The exclusion of government bensfits and services is described in “Traditional Medical Plan
Exclusions” in Section 11.H and in "Exclusions” for the Network Dantal Plan in Section 12.F.
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A. Order of Payment

The primary plan pays its benefits first and pays its benefits without regard to benefits that
may be payable under other plans. When another plan is the primary plan for health care
coverags, the secondary plan pays the difference between the benefits paid by the primary
plan and what would have been paid had the secondary plan been primary.

1. A plan is considered primary if:
a. lthas no order of benefit determination rules.

b. I has benefit determination rules that differ from coordination of benefit rules under
slate regulations or, if not insured, that differ from thase rules.

¢. Al plans that cover an individual use the same coordination of benefit rules, and
under those rules, the plan is primary.

2. If the aforementioned rules do not determine which group plan is considered primary, this
plan applies the following coordination of benefit rules:

a.. A planthat covers a persen as an employes, retiree, member, or subscriber pays
before a pian that covers the person as a dependent. :

b. A plan that covers a parson as an active employee or dependent of an active
employee is primary. The plan that covers a person as a retired, laid-off, or other
inactive employee or as a dependant of a retired, laid-off, or other inactive employee
is secondary., .

c. If a dependent child is covered under both parents’ group plans, the child’s primary
coverage is provided through the plan of the parent-whose birthday comes first in the
calendar year, with secondary coverage provided through the plan of the parent -
whose birthday comes later in the calendar year.

d. If a dependent child's parents are divorced or separated and a court decree
establishes financial responsibility for the health care coverage of the child, the plan
of the parent with such financial responsibility is the primary plan of coverage. If the
divorce decree s siient on the issue of coverage, the following guidelines ara used:

1) The plan of the parent with custody pays benefits first,

2) The plan of the spouse of the parent with custody pays secand.
3) The plan of the parent without custody pays third.

4} The plan of the spouse of the parent without custody pays fourth.

e. |If none of the aforementioned rules establishes which group plan should pay first,
then the plan that has covered the person for the longest period is consldsrad the
primary pian of coverage.

f. Continuation coverage under the Consolidated Omnibus Budget Reconcilitation Act
of 1985 (COBRA) always is secondary 10 other coverage, except as required by law,

g. Ifthe employas or dependent is confined to a hospital when first becoming covered
under this plan, this plan is secondary to any plan already covering the employee or
dapendent for the eligible expenses related to that hospital admission. If the

‘- employee or dependent does not hava other coverage for hospital and related
expenses, this plan is primary.

Benefits under a Company-sponsored medical or dental plan are not coordinated with
benefits paid under any other group pian offered by the Company. An employee can
receive benefits from only one Company-sponscred medical or dental plan. However,
when dental services performed by a licensed dentist also are covered under the medical
plan, the dentai plan pays its benefits first and the medical plan is secondary.
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Federal rules govern coordination of benefits with Medicare. In most cases, Medicare is
secondary to a plan that covers a person as an active employee or dependent of an
active employee. Medicare is primary in most other circumstances.

B. Traditlonal Medical Plan

The primary plan pays benefits without regard to any other plan. When the Traditional
Medical Plan is secondary, it adjusts bensfits so that the totaf payable under both plans for
expenses covered under the Traditional Medical Plan is not more than would be payabls
under the Traditional Medical Plan. Neither plan pays more than it would without coordination
of benefits,

“Plan” means any plan providing medical, dental, vision care, hearing aid benefits, or
treatment under individual insurance, group insurance, or any other coverage for individuals
in a group, whether on an insured or yninsured basis. ‘

Treatment of end-stage renal disease is covered by the Traditional Medical Plan for the first
30 months following Medicare entitlement due to end-stage renal disease, and Medicare
provides secondary coverage. After this 30-month period, Medicare provides primary
coverage and the Traditional Medical Plan provides secondary coverage.

C. Network Dental Plan

Benefits payable under the Network Dental Plan take into account any coverage (including
orthodontic coverags) the empioyee or family members have under other plans.

“Plan” means any plan providing medical, dertal, vision care, hearing aid benefits, or
treatment under group insurance or any other coverage for individuals in a group, whether on
an Insured or uninsured basis. However, plan excludes any medical plan sponsored by the
Company. This means the Network Dantal Plan pays first when dental expenses performed
by a dentist also are covered by any medical plan sponsored by the Company.

The Network Dentai Plan always hays reguiar benefits in full or a reduced amount which,
when added to benefits payable by another plan, equals 100 percent of aliowable expenses.

“Allowable expenses” means any recognized fees incurred during a year and while eligible for
benefits under the Network Dental Plan, part or all of which would be covered under any plan.

Na benefits are payable under this provision unless the charges were incurred in connection
with a dental service or treaiment.

Section 14. When an Injury or lliness Is Caused by the Negligence of
Another :

If a third party is legally iiable for an injury or illness to a parson covered under these medical
and dental plans, regular plan benefits will be paid if the injured person agress o cooparate
with the service representative in administering the plan’s subrogation rights. This includss
providing all the necessary and requested information and submitting bilis related to the injury
oriliness to any applicable insurer. The injured person must aiso agree to reimburss the plan
it he or she recovers payment from the liable party or any other source. A third party includes
any party possibly responsible for causing or compensating the injury or lness of a parson
covered under this plan, or the covered person’s automoebile, homeowner's, or other

© insurance coverage. :
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Section 15. Definitions

The following definitions apply fo italicized terms in this document.

1. Actively at work means the employee is attending to his or her normal duties at the
assigned place of employment. On a holiday, vacation day, weekend day, or other
regularly scheduled day off, actively at work means the employee is not ill, injured, or
otherwise disabled or confined to a-hospifal or similar institution, and is performing the
normal activities of a person of his or her gender and age.

2. Binthing center means a facility for normal delivery operating under the direction and
contro! of the licensing or regulatory agency in its location.

3. Christian Science sanatorium means 2 facility that, at the time of the healing treatment, is
operated (or listed) and certified by the First Church of Christ, Scientist, in Boston,
Massachusetts.

4. Company-sponsored plan means a group health care ar dental plan approved by The
Boeing Company or one of its subsidiaries or affiliates for its employses and dependents.
This includes the Traditional Medical Plan and Natwork Dental Plan.

5. Custodial care means care that does not require the continuing services of skitled
medical or hsalth professionals and is primarily to assist patients in activitios of daily
living, including-institutlonal care primarily ‘o support seff-care and provide room and
board. Custodlal care includes, but is not limited to, help in walking, getting into and out
of bed, bathing, dressing, feeding and preparation of special dnets and supervision of
medications that are ordinarily self-administered.

8. Dentist means a legally qualified dentist practicing within the scope of his or her license.
Under the Network Dental Plan, a network dentist is a licensed dentist who has agreed to
the terms and conditions of a written PPO agreement with the service representative.

7. Experimental or investigational service or supply (Traditional Medical Plan) means a
service ar supply that meets at least one of the following criteria;

a. ltrequires approval by the Foad and Drug Administration or other government
agency, which approval has not been granted when the service or supply is ordered.

b. [Ithas been classified by the national Blue Cross and BlueShield Association as
experimental or invastigational,

It is under clinical investigation by health professionals.

it is not generally recognized by the medical professmn as tested and acceptad
medical practice.

However, a service or supply will not be considered experimental or investigational if it is
part of an approved clinical trial. An approved clinical trial is one that meets each of the
criteria in eithar Category 1 or 2 bslow.

a. Category 1

1} The trial has been approved by the National Institutes of Health, the Food and
Drug Administration, the Department of Veterans Affairs, ora research center
approved by the plan's service representative.

2} The trial has been reviewed and approved by a qualified institutional review
board.

3) The facility and personnel have sufficient experience and training to provide the
freatrmeant or Use the supplies.

S
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b. Category 2 .
1) The trial is to treat a condition that is too rare to qualify for approval under
Catagory 1.

2) The trial has been reviswed and approved by a qualified institutional review
board.

3) The facility and personnel have sufficient experience -and training to provide the
treatment or use the suppliss.

4) The available clinical or preclinical data provide reasonable expectation that the
trial treatment will be at least as effective as noninvestigational therapy.

5) There is no therapy clearly superior to the trial treatment.

8. Experimental service or supply (Network Dental Plan) means a service or supply whose
use and accepiance as a course of dental treatment for a specific condition are still under
investigation or observation. To determine whether services are experlmental the plan,
using American Dental Assocnatzon guideiines, will consider if the services:

a. Arein generalusein the local dental community.

b. Are under continued scientific testing and research.

¢. Show a demonstrable bengfit for a particular dental condition.
d. Ara proven to be safe and sffective.

9. Home health aide means an individual employed by a home health care agency or a
hospice agency who provides, under the supervision of a registered nurse or physical or
speech therapist, part-time or intermittent personal care, ambulation and exercise,
household services essential to health care at home, and assistance with medications
ordinarily self-administered, reports on changes in patients’ conditions; and complstes’
appropriate records.

10. Home health care agency means a public or private organization that administers and
provides home health care, and is either Medicare certified or aperating under the
direction and control of the licensing or regulatory agency in its location.

11. Home health (or hospice) care trealment plan means a written program for continued
care and treatment by the patient's attending physician. This plan must be reviewed and
the continued need for care must be certified by a physician at least every two months.

12. Hospice agency means a public or private arganization that administers and provides
hospice care, and is either Madicare certified or operating under the direction and control
of the licensing or regulatory agency In its location.

13. Hospita/ means an accredited institution licensed by the Joint Commission on
Accreditation of Healthcare Organizations (JCAHO]) as a general hospital.

14. Mail service prescription drug program means a mail service prascription company
approved by the service representative to provide sarvices under an arrangement with
the service representative.

15. Medically necessary procedure, servics, or supply means one that, in the reasonable
opinion of the service representative, meets the following criteria:

L

a. Itis required to diagnose or treat the patient’s condition and the condmon could not
have been diagnosed or treated without it :

b. Itis consistent with the symptom or diagnosis and treatment of the condition.
c. ltis the most appropriate service or supply essential to the patient’s nesds.
It is appropriate as good medical practice. '
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8. ltis professionally and broadly accepted as the usual, customary, and effective
means of diagnosing or treating the illness, injury, or condition.

. When applied to an inpatient, it cannot safely be provided to the patient as an
outpatient.

The fact that 2 procedure, service, or supply is furnished, prescribed, recommended, or
approved by a physician does not, of itself, make it medically necessary. A proceudre,
service, or supply may be medically necessary in part only.

16. Msntal iliness means a disorder (including an eating disorder) that exhibits
symptomaology, etiology, and features congruent with a Diagnostic and Statistic Manual of
Mental Disorders IV diagnosls of mental disorder.

17. Network means a group of health care providers approved by the service representative
as meeting criteria for efficient care delivery and performing services under a contract
with the service representative. .

The service representative may designate certain health care providers and facilities as
network providérs for $pecific medical services 1hrough a “centers of excellence”
program.

18. Network provider means a physician, hospital, or other health care provider who is a
member of a network.

19. Participating pharmacy means a pharmacy that has an agrement with the service
representative to accept payments in excess of the prescription drug copayment as
. payment in full for covered prescription costs.

20. Physical therapist or occupational therapist or speech therapist means a qualified
physical, occupational, or speech therapist licensed in the jurisdiction whers his or her
services are rendered and practicing within the scope of that license. In locations without
licensing requirements, the physical therapist must be certified by the American Physica!
Therapy Association. the occupational therapist must be certified by the American
Occupational Therapy Association, and the speech therapist must be centifisd by the
American Speech and Hearing Association. .

21. Physician means only a physician who is licensed to prescribe and administer all drugs or
to perform surgery. Physician also means the following health care professionals if they
are ficensed in the jurisdiction where they render services and are practicmg within tha
scope of that license: ‘

a. Podiatrist.

b. Psychologist.
¢. Oplometrist.
d. Chiropractor.

e. Registered nurse (if services normally would have been performed by a physician).

if a health care protessional lawfully performs a service covered by this plan when
performed by a physician and if applicable iaw requires recognition of this health care
professional under this plan, the term physician wilt include the professional only to the
extent required by law.

22. Physician’s assistant means a person duly licensed in the area where his or her services
are-performed and practicing within the scope of such license.

23. Plan administrator means the Boeing Employee Benefit Plans Committee.

24. Precertification means prospective review and evaluation of proposed elective hospital,
substance abuse treatment facility, and skilled nursing facility admissions as well as
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home health and hospice care by qualified heaith care professionals. This evaluation,
which uses accepted medical criteria to determine medical necessity and whether
treatment could be given in a less intense setting, may include:

a. Length of stay review: A process that begins during precertification review in which
medical professionals indicate the number of inpatient days medigally appropriate for
the proposed admission or certify medical necessity of the intensity or type of
services roceived for home heaith or hospice care. Follow-up reassessments and
extonsions are made as medically warranted.

b. Concurrent review: Ongoing review while the patient is undergoing treatment in the
hospital, or receiving care from a home health care agency or hospice agency.

c. Discharge planning: Discharge planning is designed to identify patients who could
be discharged early if appropriate arrangements are made for covered alternative
care.

d. Retrospective review: Retrospective review includes all the steps of precertification
review, but after services are rendered. Retrospective review occurs when the
. medical review program (or referral service for the treatment of mental illness and
substance abuse) is not contacted before treatment.

The role of the reviewing organization Is to advise on medical appropriateness. The
patient and physician decide on the treatment actually performed. Medical review affects
payments under the Traditional Madical Plan as specified in Section 11.B.

25. Principal support means the employee continuously provides over 50 percent of the
child's financial support and claims the child as a dependent on his or her federal income
tax return. If unable to claim the child as a dependent for tax purposes because of a
divorce settlement, the employes is considered to be providing principal support if the .
child resides with the employee or the employee has been lssued a court order to provide
substantial suppornt.

28. Prosthetic apphance means a denture, partial denture, fixed or removable bridge, crown
used as a bridge abutment, and other related items. :

27. Recognized fees (Network Dental Plan) means the maximum fees recognized by the plan
are the fees fixed by the dentist with Delta Dental. A member dentist may not charge
more than these filed fees. A network dentist has agreed not to charge more than the
network allowed charge. Nonmember dentists are paid the Delta Dental allowable fee.

28. HReferral service means an organization that manages treatment of mental iliness and
substance abuse by contracting with providers of this treatment. The organization s
rosponsible for:

a. Assessment of the patient’s condition (including crisis intervention).
b. Referrals to referral service providers.

c. Precertification review of treatment for mental iliness, substance abuse, and eating
disorders. _ ‘ _

d. Initial and ongoing review of provider treatment plans to assure services are
medically necessary and given in the appropriate setting.

The referral service is considered the service representative for determining medtcal
necessuty of mental iliness and subsiance abuse.

29. Referral service provider means a provider performing services under a contract with the
referral service or a provider meeting referral service criteria for care to a designated

~ patient.
30. Skilled nursing facility means an institution approved as such by Medicare.
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31. Substance abuse means alcohol or drug dependence as classified in categories 303.0 to
304.9 of the most current edition of the International Classification of Diseases, 9th

HRsvision, Ciinical Modification.

32. Substance abuse (alcohofism and/or drug abuss) treatment facility means an institution
providing treatment for chronic alcoholism and/or drug abuse and operating under the
direction and control of the licensing or regulatory agency In lts location.

33. Totally disabled / total disability (Life Insurance Plan) means all of the following conditions
apphy:
a. The employee is disabled as a result of accidental injury or iliness (including a
pregnancy-related condition).

_b. During the first 30 months of disability, the accidental injury or illness prevents the
employee from performing the material duties of his or her own occupation or other
appropriate work the Company makes avaiiable.

¢ After the first 30 months, the disability prevents the employee from working at any
reasonable cccupation for which he or she may be fifted by training, education, or
experiencs,

34, Totally disabled / total disability (Weekly Disability Plan) means all of the following
co_nditio_ns apply_:

a. The employes is disabled as a result of accidenta! injury or illness (including a
pragnancy-related condition).

b. The accidental injury or illness prevents the employee from performing the material
" duties of his or her own occupation or other appropriate work the Company makes
available. - o ‘

35, Usual and custdmary (Traditional Medical Plan), as determined by the service
representative, is the lowest of these amounts:

a. The provider's actual charge to the patient after any discounts or other reductions.

b. The charge most frequently made by the provider to all other patients for comparable
services or supplies.

c. The charge most frequently made by providers with similar professional qualifications
for comparable services or supplies in the same geographic area. -

d. Ina network service area, the amount that would have been paid for like services or
supplies to a provider who has a paricipating agresment with the service
representative.

The usual and customary charge for an unusual or complicated service will be evaluated
by considering charges to treat ilinesses or injuries of a comparabie nature or complexity.

36. Weekly base salary (Weekly Disability Plan) means the employee’s salary, including shift,
lead, and foreign and domestic pay differentials, but excluding bonuses, overtime pay,
cost-of-living allowances, incentive compensation, or other compensation the employee
receives from the Company or a participating subsidiary. For part-time employees,
benefits are determined using the average weekly salary actually earned for the six
weeks immediately proceeding the disability date. If the employee has been emploved by
the Company for less than six weeks, the plan first figures the employee's pay as if he or
she was fuli time; the weekly salary is that amount multiplied by a percentage equal to
the employee’s scheduled weekly hours divided by 40,
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Section 16. Termination of Coverage

A. Weekly Disability Coverage
Weekly disability coverage ends on the date employment terminates.

B. Basic Life insurance Coverage

Basic life insurance coverage ends on the date employment terminates except, if the
employee’s death accurs wthin 31 days, the life insurance benefit is payable.

Within 31 days after the employee terminates employment, by making application and paying
the first premium to the sgrvice represantative the employee may convert basic life insurance
coverage 10 an individual life insurance policy on any reguiar whole life insurance plan. This
individual policy will be issued, withaut medical examination and at the service

representative’s regular rates. The amount of basic life insurance converted cannot exceed
the amount in force on the date insurance terminates,

if, after an individual conversion poliey is issued, benefits under the Basic Life Insurance Plan
are continued because of total disability, the individual policy must be surrendered without
claim cther than the return of paid premiums.

An employee who is being transferred and no longer is eligible for coverage under the Basic
Life Insurance Plan, but who remains employed by the Company or one of its subsidiaries,
also may convsrt the difference between the amount of life insurance provided by this plan
less the amount provided by the plan for which the employes has becomae sligible.
Application must be made within 31 days of the date of transfer.

C. Accidental Death and Dismemberment Coverage
Accidental death and dismemberment coverage ends on the date employment terminates.

D. Medical Coverage

Medical coverage for the employse and dependents ends at the end of the calendar month in
which the employee terminates employment or the end of the last month required
contributions are pald whichever occurs first. If earlier, a dependent's coverage ends at the
end of the month in which he or she no longer qualifies as a dependent.

However, coverage may be continuad under certain circumstances as specified below Any
required contributions must be paid during these periods for coverage to continue.

1. Incase of layoff medical coverage for employees and dependants continues until the
employee is cavered by any other group madical plan either as an employee or as a
dependent, but in no event beyond three months after the date of layof. -

2. If the employee dies (other than from an industrial accident), medical coverage continues
for eligibie dependents until the earfier of 12 months after the employee’s death or when
the dependents become covered by any other group medical plan.

3. It the employee dies from an industrial accident, medical coverage continues for eligible
dependents until the earlier of 36 months after the employee’s death or when the
dependents become covered by any other group medical plan.

The service representative will make available to a terminating employee an individual
program of medical benefits similar to those then being issued for group conversion. The
benefits provided under the individual plan will not exactly duphcate the benefits provided
under this group medica! plan. This conversion privilege also is available to covered
dependents who cease to qualify under the group policy and to surviving covered dependents
it the employee dies. No evidence of Insurability is required.
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E. Dental Coverage

Dental coverage for the employes and dépendents ends at the end of the calendar month in
which the employee terminates employment. If earlier, 2 dependent’s coverage ends at the
end of the calendar month in which the dependent no longer qualifies as a dependent.

1. If the employee dies (other than from an industria! accident), dental coverage continues
for eligible dependents until the earlier of 12 months after the employes’s death or when
the dependents become covered by any other group dental plan.

2. If the employee dies from an industrial accident, dental coverage continues for eligible
dependents until the earlier of 36 months after the employee’s death or when the
dependents bacoms covered by any other group dental plan.

F. Change in Eligible Class of Employment

When an employee remains employed by the Company but no lenger is in the employee
class eligible for coverage under this Package, coverage for the employee and dependents
ends at the end of the month in which the employee's transfer is effactive. If the employee .
becomes tofally disabled before.coverage ends under the Package, the basic life insurancae,
accidental death and dismemberment, and weekly disabillty benefits of the Package, which
would have continued if the employee had stayed in the eligible class, will continue during the
Iotal disability instead of all other Company life insurance, accidental death and
dismemberment, and weekly disability benefits.

G. Continuation of Medical and Dental Coverage (COBRA)

. If medical and dental coverage for the employee and dependents otherwise would terminate
because of one.of the following reasons, these benefits may continue for specified periods
under Public Law 88-272, Title X, as amended, if the individual makes a timely request to the
Company and pays the requlred contribution,

1. Reduction in hours or termination of employment for any reason.
2. The employee’s death.

3. The employee’s divarce.
4

A dependent child ceasing to be a dependent as defined under this Package. (A child
ellgible to be continued under the Package's incapacitated child provision stili will be
considered to have dependent status.)-

5. Adependent's loss of eligibility because the employee became eligible for Medicare.

Section 17. Leaves of Absence

When an employee is absent with leavs, coverage may continue as follows; any required
contributions must bie paid during these periods for coverage to continue.

A. Approved Medical Leaves of Absence

An employee who s eligible for coverage and begins an approved medical leave of absence
because of a tolal disability is eligible for the Package the same as an active employee until
the last day of the calendar month in which the leave began. (Eligibie dependents also are
eligible for medical and dental benefits.)

If the employee is tolally disabled and remains on an approved medical ieave of absence that
extends beyond this period, the employee's Package bensfits (and dependent medical and
dental benefits) continue up to six full consecutive calendar months during the approved
medical leave. The Company will contribute its regular portion of the cost.
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If the approved medical leave extends beyond this six-month period because of continuous
[otal disability, the employes may continue basic life insurance coverage at no cost.

B. Other Approved Leaves of Absence

An emhloyee who is eligible for coveragé and begins an approved leave of absence is
eligible for the package the same as an active employee until the last day of the calendar
month in which the leave began. (Eligible dependents also are eligible for medical and dental

benefits.)

If the approved leave extends beyond this time, the employee's weekly disaiblity, basic life
insurance, accidental death and dismemberment, medical, and dental benefits (and
dependent medical and dental bensfits) continue for up to three full consecutive calendar
rmonths. The Company will contribute its regular porfion of the cost.

C. Family and Medical Leave Act of 1993

I the required coverage for family and medical leaves of absence under the Family and
Medical Leave Act of 1993 is more generous than that already provided in Section 17.A and
Section 17.B, the Company provides any required additional coverage under its group health
plans. '

D. Uniformed Services Leave of Absence

If the employee takes a laave of absence for service in the U.S. uniformed services (including
the milltary, National Guard, and the Commissioned Corps of the Public Health Service), he
or she is covered under the package until the end of the month in which the leave began. i
the ernployee remains on an approved leave of absence, coverage under the Package
continues until the end of the third full calendar month of the leave as if the individual were an
active employee on an approved nonmedical leave of absence.

If uniformed service extends beyond three months, the employee may continue medical and
dental coverage under COBRA,

If the employee returns to active employment promptly after uniformed service, according 10
federal law, the package is reinstated on the date the employee returns to the active payroll.

E. Changes In Leave Typas

For an employee changing directly from an approved nonmedical leave to an approved
medical leave, or from an approved medical leave to an approved nonmedical leave,
coverage provided with Company contributions under one type of leave reduces the
coverage period pravided with Company contributions through the other type of leave.

F. Successlve Periods of Leaves of Absence

Two medical leaves of absence saparated by fewer than 30 days of continuous work is
considered one leave of absence unless the second leave Is due to entirely unrelated
conditions.
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